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FUNCTIONS OF PSYCHIATRY IN A TRAINING SCHOOL FOR JUVENILE 
DELINQUENTS* 


BY CLARENCE O. CHENEY, M. D., 
DIRECTOR, NEW YORK PSYCHIATRIC INSTITUTE AND HOSPITAL 


I take it that the function of a training school for juvenile de- 
linquents such as Warwick is not merely that of segregating a 
group of juvenile delinquents in an institution for a definite term of 
confinement or until they are 21 years of age, then to be returned 
to the community, but rather that the objects and functions of such 
a school should include every reasonable method to understand 
these boys and to train or treat them with the object of returning 
them eventually to society as good citizens. The carrying out of 
such a plan demands a careful study of each boy’s family and per- 
sonal history, of the situations to which he has been exposed in 
his past life, and his reactions to them as well as an evaluation of 
his physical and psychological assets and defects in order to more 
adequately determine his future possibilities. 

Psychiatry has for many years, particularly in its hospitals for 
mentally ill, been accustomed to making careful studies of the 
individual patient, especially from the standpoint of his personal- 
ity, his assets and liabilities, and has formulated a plan of treat- 
ment on the facts obtained regarding the individual patient, with 
a view to rehabilitating or restraining that individual and event- 
ually returning him to the community. It would seem a natural 
corollary therefore, that psychiatry with its experience in such 
methods, aims and purposes, might well carry over these methods 
to the school for delinquents where the aims and objects are essen- 
tially similar. May I say at the outset that I do not believe that 
the full funetion of psychiatry in such a school for delinquents is 
fulfilled when it makes an initial examination of the delinquent boy, 
classifies him and makes a diagnosis as to whether he is mentally 
defective or insane or psychopathic, and sends such reports to the 
administrative authorities in the school. Psychiatry has become 
accustomed to the psychiatric treatment viewpoint throughout the 
whole institution and in all its activities, and we feel very definitely 


*Address delivered at the joint meeting of the Neurological and Psychiatric Committees of the 
Warwick State School, March 8, 1934. 
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that in order to have the functions of psychiatry carried out to the 
best advantage in a school for delinquents such a psychiatric per- 
vasion throughout the whole institution is to be advocated and 
brought about wherever feasible for the attainment of the aims of 
the school. To substantiate such a viewpoint it may be pointed 
out that many of the factors such as heredity, physical constitu- 
tion, environment and the social and economic situations which are 
operative in bringing about those personality disorders which are 
looked upon as mental illness or the psychoses and neuroses are 
also operative and need to be given consideration in dependency, 
industrial maladjustment, crime and delinquency. Further, it may 
be noted that it appears to be often an accident whether the person 
deviating from the normal is sent to a psychiatric clinic or hospital 
for treatment or is brought before the court as a criminal or delin- 
quent. Our own experience with problem children bears this out. 
It may depend upon the viewpoint of the agency first coming in 
contact with the deviate whether the latter is looked upon and 
treated as a psychiatric problem for a hospital or clinie or as a 
delinquent for legal action by the court. 

Assuming then that our point is made that the psychiatric view- 
point should pervade an institution for juvenile delinquents as it 
does in a mental hospital because of the similarity of the problems 
and aims and purposes of mental hospitals and schools for juvenile 
delinquents, we may consider now some of the details by which 
this psychiatric viewpoint may be introduced to and worked 
through the institution. 

For the past 80 years the institutions for mental patients in New 
York State have been administered by psychiatrists, that is, men 
who have had fundamental medical training and additional train- 
ing and experience in care and treatment of mental illnesses or per- 
sonality deviations. These psychiatrists have acquired experience 
in hospital or institutional administration through their training 
in the various grades of executive responsibility in the hospital 
system, having demonstrated their capacity by competitive promo- 
tion examinations for the various grades. At no time over this 
period has this arrangement of medical administration been inter- 
fered with and we believe it has~proven its worth and propriety. 
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At various times a change to a lay administration has been talked 
of in this State and has been tried in other states but our belief 
is that it has not worked out as satisfactorily as the arrangement 
that we have continued in New York State. Psychiatrie care and 
treatment of individuals is fundamentally a medical problem and 
there are few, if any activities in the hospital for the mentally ill 
that do not have some medical or psychiatric connotation and it 
seems from our experience that placing the ultimate responsibility 
in such a psychiatric hospital on a medical man with a psychiatric 
viewpoint results ultimately in the best interests of the patient. 

In some, if not most of the prisons, however, and in training 
schools for delinquents, thus far administrative responsibility has 
not customarily been placed in the hands of psychiatrists but is 
more frequently left to lay administrators, with psychiatrists work- 
ing under, and being responsible to, these lay administrators. Such 
a situation, as we see it, brings about and has brought about possi- 
bilities for conflict of different viewpoints, with a subordination 
of the psychiatrist and his viewpoint to that of the lay administra- 
tor. We wish to be understood, however, as advocating the ap- 
pointment as head of institutions only such psychiatrists who have 
previously demonstrated their ability and interest in executive 
responsibility. A psychiatrist may be well qualified from the medi- 
eal standpoint but unqualified as an administrator. The appoint- 
ment of a psychiatrist, so unqualified from the administrative 
standpoint, as the head of an institution may be very unfortunate 
for him and the institution; it has so proven itself in some in- 
stances. We recognize the difficulty of obtaining well qualified men 
who are willing and able to take administrative responsibility of 
large or small institutions and thereby become perhaps somewhat 
detached from medicine. Many medical men because of their pri- 
mary interest and previous training are loath to devote their time 
to necessary administrative details and are quite willing to pass 
over these details to some lay executive. Such a situation however, 
is aside from the question of what is best in the long run for the 
institution and its charges. We believe it may be demoralizing and 
stultifying to psychiatrists and to psychiatric treatment in an insti- 
tution if the viewpoints and recommendation of psychiatrists may 
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be blocked or nullified by lay administrators who have not acquired 
either from training or experience the viewpoint of individual 
treatment for the delinquent or personality deviate. 

If, however, it is not considered feasible to have a psychiatric 
administration in a school for delinquents it is important, of 
course, to have as a lay administrator, a person who is willing to 
take advice and recommendations of medical men and who is will- 
ing to concede that some persons, including psychiatrists, are bet- 
ter qualified than he to advise about some activities in the institu- 
tion. In such a situation we feel it is interesting to try out as an 
experiment, having the medical service in the institution not re- 
sponsible through appointment or through salary to the adminis- 
trator but to be managed as it is at Warwick with an independent 
medical board that does not have to adjust its viewpoint or recom- 
mendations to the lay administrator for fear of being put out of 
their positions. 

Assuming that a school of 600 boys, who may be admitted from 
the ages of 12 to 16 to be kept under supervision of the institution 
until they are 21, has an admission rate of approximately 30 a 
month, we would advocate the appointment of not less than two 
full time psychiatrists, men who have had good medical training, 
including a general hospital training; institution experience in a 
good mental hospital; experience and training in neurology; pre- 
ferably additional experience in institutions for delinquents where 
the individual psychiatric viewpoint treatment has been carried 
out; and adequate knowledge of interpretive psychiatry including 
the principles of psychoanalysis; and possibly experience in psy- 
choanalysis should be possessed by at least one of them. A psy- 
chiatric viewpoint, whether it be acquired in a mental hospital or 
a school of delinquents is perhaps the most important requirement. 

These psychiatrists should have in the first place, the function 
of the examination of the boy as soon as he is admitted to the in- 
stitution, cooperating in the examination with the necessary and 
available other medical and neurological examiners of the consult- 
ing medical board. It is perhaps unnecessary to say that physical 
diseases or defects should be treated and overcome as far as pos- 
sible. The psychiatrist should summarize and make a digest of 
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the history in the individual case for consideration by the consult- 
ants. A comprehensive family and personal history of every case 
should be obtained for the institution by competent social workers 
who have been trained in such functions and who have an under- 
standing of the problems of the institution. Psychiatrie hospital 
experience indicates that the social service department should be 
under the supervision and direction of psychiatrists but perhaps 
some other arrangement might operate in a school for delinquent 
boys. Further information, including that from home visits should 
be gotten by social service workers as requested by the psychia- 
trists. When these facts are assembled and the problem is formu- 
lated an individual plan should be worked out for the placing of the 
boy in the institution. The cottage officer should be made ac- 
quainted with as many of the details of the boy’s case as seems 
wise, so that the officer may have some understanding of the prob- 
lem and be able to cooperate in its solution. 

The psychiatrist from his preliminary examination and history 
can determine whether the boy is suffering from a mental] disorder 
for which he had better be treated in a state hospital for mental 
disorders and should advise the executive regarding this and take 
part in the necessary procedure. Mental deficiency can also be 
determined and a disposition decided upon. It should, we feel, be 
recognized that schools for mental defectives may not be prepared 
or equipped to take care adequately of delinquent defectives and 
it may be necessary to set aside in a school for delinquents a special 
group or colony for the lower grade delinquents for their special 
care and treatment. 

From his knowledge of the assets and liabilities of the boy the 
psychiatrist should have a responsibility in the determination of 
the activities in the institution in which the boy should take part. 
The psychiatrist should confer with the psychologist on special 
psychological tests and should advise regarding training in special 
disabilities or handicaps. He should be concerned with the type 
of educational activity, namely whether he should be given aca- 
demie subjects mostly or whether trade education had best be ear- 
ried out for his welfare or whether he should be placed in a farm 
or other labor group without further formal education, The psy- 
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chiatrist should confer with those who are to carry out the educa- 
tional program, should advise what assets and defects have been 
brought out and what may be expected in emotional reactions, with 
some explanation of the possible causes of these, so that the educa- 
tors may be informed and prepared. Failures or poor adjustment 
of the boys to the educational program should be another concern 
of the psychiatrist especially for the investigation of possible 
causes. 

It appears that not a few of the boys who are confined because 
of delinquency may have little if any conception of ethies or of the 
normal relation of the individual to society nor do they have much 
plan for living. It is felt that the psychiatrist might have a fune- 
tion in such an institution in trying to give the boys some such con- 
ception by group talks and conceivably also, he might give to 
groups some discussion on physical hygiene in the institution; 
others might join in this function. The material and the method of 
presentation would have to be carefully thought out and also some 
care given to the selection of the groups to which the material 
would be presented. More specifically, for example, it is not 
thought that the same approach could be made to the lower grade 
boys that would be made to the higher grade boys. Careful con- 
sideration should also be given to information on the principles of 
mental hygiene although it is realized that this might be a rather 
difficult subject to present properly and advantageously. Even if 
a comparatively small number of boys gain by such presentations 
by the psychiatrist, it is felt that the time would be well spent. 

Because of the great importance of personnel in the institution 
with its good or bad influence on the boys, the psychiatrist should 
have a function in the selection of the house fathers and those who 
otherwise come in contact with the boy for his rehabilitation. A 
psychiatrist has had his training in the estimation of personality 
and should be well qualified to estimate and evaluate the personali- 
ties of those who are to be employed in the institution. The degree 
of previous training and experience and the intellectual level of the 
personnel are not the only factors to be considered. The emotional 
reactions with stability or instability, the general attitude of the 
individual personnel toward the boys and their problem can have 
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a marked influence for good or bad in the institution and an insti- 
tution can be made or ruined by its type of personnel. If the per- 
sonnel is not carefully selected, recommendations of the psychia- 
trist and plans for a program for the boy may be entirely defeated. 
Some problems and difficulties with the personnel in the institution 
might well be referred to the psychiatrist for his advice and recom- 
mendation. 

Against more or less opposition and with apprehension on the 
part of some administrators, woman nurses and attendants have 
gradually, but more and more, been found in men’s wards in the 
mental hospitals, with, we firmly believe, a raising of the morale 
of these wards, and with more gentle and proper care of the pa- 
tients and also often with emotional benefit to men to whom these 
nurses often represent mothers. We believe that in a school for 
delinquent boys it would have a salutory effect to have in each cot- 
tag a woman with her husband, to try to bring about more of a 
home situation for the boys many of whom have not known good 
homes or mothers. We believe that the presence of such carefully 
selected maternal types would reduce many of the behavior prob- 
lems including homosexual drives and assaults, and bring order in 
the cottages. The selection of these married couples is an impor- 
tant matter. 

The psychiatrist has a function in the institution of keeping up 
the morale and thus is interested in the housekeeping, the cleanli- 
ness, the clothing of the boys, their recreational activities and their 
religious activities. Psychiatrist’s recommendations and plans for 
rehabilitation and for making good citizens of boys can be defeated 
if they are allowed to be housed in untidy surroundings without the 
inculeation of habits of orderliness, cleanliness, and consideration 
of others. It has been our experience that even deteriorated men- 
tal patients will become more orderly and experience a raise in 
their general level if the ward or cottage in which they are housed 
is refurnished and made attractive. Such patients surprisingly 
show an interest in keeping up the appearance of such a ward or 
cottage and exert an influence on other patients in acting in a more 
orderly socialized way. We have no doubt that this same situation 
would prevail among delinquent boys. The type of clothing worn 
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by the boys influences, we believe, their behavior. Misshapen, ill- 
fitting, rough clothes tend to lower the boy’s morale whereas if he 
is clothed in a good looking suit of which he can be proud, he is 
more apt to behave in an orderly manner and less like a tramp. 
This influence of clothing and general appearance of patients has 
been of much interest to psychiatrists in mental hospitals and we 
believe it is one of the matters that the psychiatrist in a school for 
delinquents should emphasize. 

The employment of women, as already noted, can we believe have 
a good influence on the housekeeping and general tidiness and re- 
spectability of the cottages. It is our experience that men’s wards 
in hospitals are never as well ordered when men alone have their 
care; women with their instinct for cleanliness and orderliness 
show their influence in the general tone of the wards. 

The psychiatric approach should prevail in the matter of disci- 
pline. The psychiatrist is interested in knowing the underlying 
eauses of difficult behavior and has been trained to avoid impul- 
sive reaction even in violent action, and is apt to take action and 
make decisions on the basis of all the facts available. Running 
away, for example, may be an evidence of an asset in a boy instead 
of a liability and every case should be treated from the individual 
standpoint. 

We have mentioned some of the functions of a psychiatrist which 
we feel should be diffused through the institution. We think these 
activities would have a general beneficial influence on the institu- 
tion but we do not wish to neglect the function of the psychiatrist 
in psychotherapy with individual boys. The psychiatrist begins 
this when he makes his first contact with and examination of the 
boy and may decide then that further frequent interviews or dis- 
cussions are indicated for helping the boy solve his problems. 
As with mental hospital or clinic patients, the psychiatrist may be 
the first person the boy has found who is willing to listen to his 
story in an understanding way, and much help ean be given we 
believe, merely in this manner. The ability of the psychiatrist de- 
termines his decision regarding his attitude and method of han- 
dling the individual case, and whether the boy can be best helped 
by frequent conferences or occasional contacts. Arrangements 
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should be made so that a boy may always get a request to the psy- 
chiatrist but the able psychiatrist will be able to decide whether 
these are bona fide requests for help or whether the boy is pulling 
his leg, or making the psychiatrist an excuse for getting out of 
chores or school or for avoiding something else he does not want 
to do. We are not prepared to say now how much of delinquent 
behavior of these boys is neurotic in origin nor how much psycho- 
analysis in the orthodox manner is indicated. Conceivably it might 
be utilized in some cases but it is our impression that for the large 
majority the less formal talking of things over and helping the 
boys to understand themselves and the synthetic psychiatry men- 
tioned in the earlier part of this paper, by way of the general ac- 
tivities in the institution would be indicated. We would expect 
however, that there would be a group of boys who would manifest 
such abnormal! behavior that they would best be treated under the 
direct care of psychiatrists in a special service, much as is arranged 
for behavior problems in our Psychiatrie Institute. Personnel 
well trained in psychiatric hospital care should be carefully se- 
lected for this service. The various therapeutic facilities used in 
psychiatric hospitals should be made available here, particularly 
hydrotherapy and occupational therapy. 

In order not to lose sight of the general state of the boys, it is 
advocated that a system be instituted of having the psychiatrist 
see each boy or have a report on him not less than once a week for 
the first month, and once a month thereafter, and this does not 
mean seeing him in his office necessarily, but rather at his work or 
play or in his cottage. The psychiatrist as well as the psychiatric 
influence should permeate the institution. 

The psychiatrist should advise about parole. For such a deci- 
sion one should have information not only regarding the boy but 
about the home and neighborhood, and the parents or others to 
whom he might go, including their intelligence, understanding and 
attitude toward the boy. Preferably the parents or others inter- 
ested should be seen by the psychiatrist and an effort made not 
only to estimate them but to advise them toward an understanding 
of the boy and what he may do, and why, but, in the absence of 
such personal contact with the psychiatrist, the social worker may 
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be of distinct help not only in informing the psychiatrist of the 
facts he wants, but also in preparing the family or others for the 
boy’s return. The economic situation, with the possibilities of 
employment or lack of it will, of course, be a determining factor in 
not a few instances in a boy’s parole. It seems useless to send a 
boy back to a bad neighborhood with no employment or occupation 
if this situation had obviously led to his previously getting into 
trouble. The psychiatrist is inclined by his training to advise re- 
garding parole on the basis of the facts available irrespective of 
the term the boy has been confined and is not, from his experience 
inclined to fix a certain term as one that the boy must serve. All 
the facts, including of course the response of the boy to the insti- 
tution, and the prospects of further betterment by institutional 
training, are considered by the psychiatrist. And he also recog- 
nizes that one cannot tell how some things will work out until they 
are tried and applies this at times to trying a boy on parole, as he 
does a patient. 

The psychiatrist’s and the institution’s interest and responsi- 
bility do not end when the boy leaves the institution. The eventual 
results of the institution work depend much on what is done during 
the parole period. Parole officers and social service workers are 
the right arm of the institution during this period, and much de- 
pends on their judgment and wisdom in helping and advising the 
boys and aiding in their placement in the community. The psy- 
chiatrist has a function of advising with the parole workers on 
their problems with the boys. If possible the psychiatrist should 
see the boys himself, interviewing them in an office or clinic most 
conveniently located in the center of the area where a large num- 
ber of the boys come from, obviously in New York. Psychiatrie 
contact of this kind would, we believe, present the return of some 
boys, or, perhaps on the contrary, would bring out indications for 
the return to the institution for another period. 

I have outlined to some extent what we consider the functions of 
a psychiatrist in a school for juvenile delinquents. The working 
out of details can be determined by the interests and capabilities 
of not only the psychiatrist concerned but also of the administra- 
tors and other personnel in the institution. We believe that in 
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general under such a plan psychiatrists could contribute more to 
such an institution than has been contributed by psychiatry in 
some prisons or reformatories or schools for delinquents where 
the medical activities are comparatively restricted and where 
the psychiatric viewpoint and practice is not diffused through the 
institution. The plans and principles that we have attempted to 
outline have worked successfully in the institutions for mentally 
ill for the benefit of the patients, and we believe some such plan 
could be carried out advantageously in a school for delinquents. 

The plan outlined for psychiatric administration in the first part 
of the paper is based on our own experience, and is suggested for 
consideration by others who may have different viewpoints. We 
are quite willing to concede that other plans might be suggested 
that might work out satisfactorily. The ramifications of the prob- 
lem of delinquency in the fields of sociology and education would 
lead us particularly to expect that men with the requisite executive 
ability and technical training in such fields might be looked to for 
leadership in institutions for delinquents. That would not change 
the important part which psychiatry should play in the work of the 
institution but the interrelation between psychiatry and the admin- 
istration would in its details be worked out according to the capaci- 
ties and limitations of both the administration and the psychiatrist. 








THE PHYSICIAN AND HIS TRAINING IN A PUBLIC MENTAL HOSPITAL* 


BY AUGUST E. WITZEL, M. D., 
DIRECTOR OF CLINICAL PSYCHIATRY, BROOKLYN STATE HOSPITAL 


ForEWorD 


Among the functions and obligations of a modern public mental 
hospital, two, perhaps, can be considered as of outstanding impor- 
tance; first, to restore patients intrusted to its care, to mental 
health, in so far as it is therapeutically possible, and to render 
assistance to them in making an adjustment to community life; 
second, to take an active, rational part in the prevention of mental 
illness in the community. 

Inasmuch as the success of these functions, depends, in a great 
measure, upon the training given to the medical personnel of the 
hospital, it becomes the purpose of this communication to present 
in a general way, some of the aspects of a teaching and training 
program for resident physicians, which has been in force for sev- 
eral years at the Brooklyn State Hospital, and to make some gen- 
eral statements and comments as to psychotherapy, especially, of 
the so-called constitutional psychiatrie disorders, in so far as it 
bears a relationship to this program. 


THE PHYSICIAN AND THE PROGRAM 

Osler has said, ‘‘ The practice of medicine is an art, not a trade; 
a calling, not a business; a calling in which the physician’s heart 
will be exercised equally with his head. Often the best part of his 
work will have nothing to do with potions and powders, but with 
an exercise of an influence of the strong upon the weak, of the 
righteous upon the wicked, the wise upon the foolish. To him as 
the trusted family counsellor, the father will come with his anxi- 
eties, the mother with her hidden griefs, the daughter with her 
trials, the son with his follies.”’? The foregoing is offered as it 
bears a relationship to one of the objectives of the program, pres- 
ently, to be submitted. 

It has been stated that physicians enter a public mental hospital 
service for various reasons: some, for the purpose of learning psy- 


*Presented at Interhospital Conference, Psychiatric Institute and Hospital, New York City, 
April 20-21, 1934. 
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chiatry; some, with the intention of remaining several years or 
indefinitely in the service; others, ‘‘to tide over’’ a period, await- 
ing a better opportunity; others, because they haven’t any money 
and wish to accumulate some before entering private practice ; and, 
still others, who haven’t decided what they wish to do—and need 
time to ‘‘think it over’’—without starving in the meantime. To 
these statements are added the claims, that the hospital makes no 
effort to distinguish between the various motives, and considers 
these new physicians merely as more material to do routine work, 
and that the training of them, if any, is of minor and secondary 
importance. As a result of this attitude, the physician who enters 
the hospital service, desiring and expecting to learn something 
about psychiatry, or remain indefinitely as a member of the medical 
staff, is disappointed, perhaps disgusted, and in a shorter or longer 
period of time, as the case may be, leaves the hospital, however, 
not with a song of praise for the hospital or psychiatry in general. 
Such claims are a challenge to modern public mental hospitals. 

Regardless of the motives, expressed or otherwise, candidates 
for appointment to the medical staff of the Brooklyn State Hos- 
pital, must be graduates of an approved medical school, must have 
had, at least, a one year’s internship in an approved general hos- 
pital, and at present, must also be citizens of the country and resi- 
dents of the State. Those who apply for training only, are ac- 
cepted for not less than one year—preferably two years. Gradua- 
tion from an approved medical school, and an internship in an 
approved hospital, meet the requirements of the American Medical 
Association, which has certified the hospital for residencies in 
psychiatry. 

Such candidates are therefore well grounded in the essentials of 
medicine and able to assume general medical responsibility, al- 
though, possibly, in certain instances, severely lacking in their 
knowledge of psychiatry, because, although progress has been made 
and psychiatry is being taught in a few schools along with the 
major subjects of the curriculum, psychiatric education, for the 
most part, is still limited to a few lectures in the last year of the 
medical course, and the presentation of a few cases at a State 
hospital. However, in spite of this, the opinion is entertained, that 
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these physicians have something definite and valuable to offer the 
hospital in their previous medical training and experience, and 
that it is the hospital’s duty to its patients, to the community at 
large, and to the physicians themselves, to place at their disposal 
a well balanced, teaching and training program in psychiatry. 

Objectives and Organization of Program. The objectives of this 
program are: to present the teaching of psychiatry as a living, 
dynamie subject, rather than as a static, academic, armchair philos- 
ophy, so that according to Osler, the physician may be able to treat 
his patients not only with potions and powders, but to minister 
unto their anxieties, griefs, trials and follies (not to develop spe- 
cialists, but rather, if one may use the term, general practitioners 
in psychiatry); to provide an initial training for those who wish 
to practice psychiatry in the community or to have a psychiatric 
background in connection with general medical practice, or a spe- 
ciality other than psychiatry (such physicians, if and when, they 
leave the hospital, may become mediums of prevention of mental 
disease in their respective communities) ; to prepare, those physi- 
cians who desire to make psychiatry in a public mental hospital 
their life work, for more responsible positions in the hospital or in 
other hospitals of a similar nature; to provide intimate thera- 
peutie contact with individual patients, and to coordinate the resi- 
dent medical personne] into a well balanced group for the efficient 
treatment of the patients in the hospital and in its clinics. 

The program has been organized as follows; a rotating service, 
as far as possible, for each physician, on the reception and continu- 
ous treatment services, in the out-patient clinics and the labora- 
tory; a special staff meeting for lectures and talks relative to mod- 
ern conceptions of psychiatry, and its correlation with general 
medicine; reading courses; clinical staff meetings, planned for 
teaching purposes; informal conferences with individual physi- 
cians or groups; opportunities for research, and other aspects 
which will be discussed with the foregoing. 

Training on Services. In aceord with the natural order of things, 
the new physician’s training and experience in the hospital is 
begun on one of the reception services, either at once, or shortly 
after appointment. The initial training here, is at least, of two to 
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three months duration. These services, as also, the continuous 
treatment services, are under the supervision of physicians, who 
have been selected for these positions, not only, for their adminis- 
trative qualifications, but also, because of their clinical and teach- 
ing abilities. They are required to devote part of their time to 
clinical activities, so that they do not become just routine adminis- 
trators. Here, the new physician is gradually instructed as to psy- 
chiatric history taking, methods and procedures of a psychiatric 
examination (which means a study of the whole individual), and 
ways and means of gathering, recording and correlating facts, so 
that causes may be linked up with effects and a rational therapy 
instituted for the individual patient. He is introduced to the fun. 
damentals of descriptive psychiatry, as it seems essential for a 
physician to have a workable background of this part of psychia- 
try, before he can use to advantage the principles of interpretive 
psychiatry. He is advised that although good records and sta- 
tistics are necessary—the important thing is the adequate treat- 
ment of the patient—and that the doing of an examination or the 
‘‘taking of notes’’ as a mere show of thoroughness or of doing 
something, without due regard for the patient’s welfare, is to be 
avoided. Opportunity for contact with relatives and friends of 
patients is provided through the means of obtaining anamnestic 
data. Recently, a new physician in the hospital said, ‘‘If a physi- 
cian can learn to handle the relatives and friends, he ought to be 
able to treat patients suffering from a mental illness, fairly well.’’ 
There is more than the proverbial grain of truth in such a state- 
ment, as it is well known that in many instances it is necessary to 
treat and understand the relatives, before one can hope to do very 
much for the patient. Practical instruction and training in the 
various psychotherapeutic methods is provided, however, the phy- 
sician’s actual experience is limited, during this initial period of 
his training, to a few selected cases, and under the supervision of 
the physician in charge of the service. 

On the continuous treatment services, the training instituted in 
the reception services is further developed. Here, however, the 
training in therapy is intensified, and the physician has a greater 
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opportunity for more prolonged and intimate therapeutic contact 
with individual patients. 

Many of the present medical personnel have received training 
and experience on the various services of the hospital, however, 
every physician has the opportunity to work with patients of both 
sexes—as the psychology and problems differ in each. An ocea- 
sional change from one service to another is of considerable benefit 
in preventing stagnation and ‘‘getting in a rut’’ which sometimes 
occurs in physicians in a public mental hospital. 

Staff Meetings. A special staff meeting, under the supervision 
of the clinical director is held weekly, and a lecture program—not 
set or fixed—but elastic in its scope, is provided. An attempt is 
made to lay down a common-sense foundation for the practical 
application of medical and psychiatric principles in the treatment 
of the individual patient, and to bring psychiatry and medicine into 
a closer relationship. 

The development of so-called normal human behavior, psycho- 
biology, the various psychopathological and psychotherapeutic pro- 
cedures, and the theories of the different schools of psychiatric 
thought are presented. No particular theory, method or procedure 
is stressed, but all considered in an unbiased manner. An up-to- 
date library has been provided, and reading courses are outlined 
in connection with these talks. 

The functions and practical uses of the various hospital depart- 
ments: social service, occupational and physical therapy, physio, 
hydro and X-ray therapy and recreational and industrial methods, 
are discussed, and the necessity of correlating these, the nursing 
and ward personnel activities, and all other therapeutic endeavors, 
in the treatment of the individual patient, is pointed out. 

An endeavor is made to define the various psychiatric technical 
terms. Perhaps, one of the most outstanding criticisms of psy- 
chiatry to day, is the ever-increasing terminology—often vague and 
frequently meaningless. 

The fundamentals of diagnosis and the value of differential diag- 
nosis is considered, however, diagnosis per se is not emphasized, 
as experience has revealed that some physicians, too readily and 
easily, may make diagnosis the aim and end of their work. Also, 
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there is still too much of a fatalistie attitude in diagnosis. Rather, 
these questions are stressed; what are the problems, physical, men- 
tal, ete., with which the patient is struggling, what can be done to 
understand them, and help him in his adjustment to reality? 

The practical principles, measures, and the few outstanding 
achievements of mental hygiene are reviewed, but, on the whole, 
this subject is approached with caution and conservation, as the 
opinion is held that mental hygiene has been overpopularized and 
oversold, not only to the lay but to the medical public—and in the 
popular speech of the day, its stock watered beyond reason and 
in need of drastic deflation. 

Abstracts of current medical and psychiatric literature are pre- 
pared and presented by members of the staff, also results of re- 
search problems in the hospital discussed. 

From time to time, members of the visiting and consulting staff 
present topics, pertaining to their field of work, and which bear a 
special relationship to the therapeutic endeavors of the hospital. 

The administration of the hospital is a highly organized agency 
in the treatment and adjustment of its patients, and this meeting 
hour is utilized by the superintendent to give talks on the New 
York State Mental Hygiene Law, rules and regulations of the 
Department of Mental Hygiene, and local administrative methods. 
In this manner, the aaministrative and clinical activities of the 
hospital are correlated. 

One meeting a month, is held under the direction of the patholo- 
gist, and topics pertaining to that department are presented, and 
correlated with clinical features whenever indicated. 

Two clinical staff meetings, one for each sex, and as previously 
stated, organized from a teaching standpoint, are held weekly. 
Patients are selected for these meetings (the number limited to two 
at each) who present interesting and instructive medical or psy- 
chiatric features, such as problems in etiology, therapy, ete., or in 
whom, concepts reviewed at the special staff meeting, can be prac- 
tically demonstrated. In each instance, the case material is pre- 
sented in the form of a clinical summary, and the physician, pre- 
senting the case, required to defend his conclusions in a general dis- 
cussion by members of the staff. By means of a follow-up system, 
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the subsequent course, of especially instructive patients, is re- 
ported back here, and a check-up made as to the results of recom- 
mendations previously advanced. Physicians in private practice 
are permitted to attend these meetings. 

Conferences. The physician in charge of each service meets 
frequently with the other physicians on the service, to discuss with 
them the current clinical and administrative activities, and to 
review outstanding and instructive features of individual patients. 
Thus each physician is actively in touch with the affairs of his 
service. 

Ward rounds are made by the clinical director with each physi- 
cian in charge of services, and at stated intervals meetings are 
held, at which time problems pertaining to a particular service or 
the hospital as a whole are discussed. Also, ways and means sug- 
gested whereby certain physicians can be helped to develop assets 
or overcome liabilities which they may have. Similar meetings are 
frequently called by the superintendent. 

Impromptu and premeditated conferences are held by the clinical 
director with individual physicians or groups—either during so- 
called duty hours or ‘‘off’’ duty hours—to talk over aspects of the 
medical and psychiatric work or problems which may not be clearly 
or fully understood. 

Patients to be paroled or discharged from the hospital are seen 
in conference with the physician working with the patient, the 
physician in charge of the service, and the clinical director. The 
ease is reviewed; factors and problems in it correlated, and sug- 
gestions made as to continued therapy, ete. 

By means of such conferences and procedures it is believed that 
the spirit of helpfulness to both patients and physicians is en- 
haneed, and that the teaching and training program becomes indi- 
vidual as well as general in its nature. 

Training in Clinics. When it is considered that a physician has 
obtained a workable knowledge of psychiatry and experience in 
the hospital, he is assigned to the out-patient clinics of the hospital, 
for a period of not less than three months. The clinies are in 
charge of physicians—older in experience—and who are flexible 
and elastic enough to change their thinking and viewpoint from an 
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intra to an extramural setting. Here, the new physician has the 
opportunity to gain experience and to familiarize himself with the 
clinical methods of approach to personality problems, early psy- 
chiatric disorders, borderline and psychoneurotie types with which 
he rarely comes in contact in the hospital. He is also able to ob- 
tain an intimate knowledge of the social service department activi- 
ties in helping patients to adjust, and how to make use of the social 
worker in a community setting. 

In relationship to the above, physicians who have the desire and 
opportunity to identify themselves with psychiatric, mental hy- 
giene, neurological or child guidance clinies, other than those of the 
hospital, are permitted to do so, whenever it does not interfere 
with their hospital duties. It is believed that the knowledge and 
experience thus obtained is reflected in their work with patients in 
the hospital, and through their instruction of other physicians. 

Laboratory Experience. Those physicians who have not had pre- 
vious experience are assigned to the laboratory for a period of four 
to six weeks and under the supervision of the pathologist, are 
oriented as to the practical uses of the laboratory, in the treatment 
of the living patient. The pathologist also acts as consultant with 
the service medical personnel to suggest laboratory procedures 
which may be used to arrive at a better understanding and therapy 
of the patient. When an autopsy is to be performed, the entire 
medical personnel is notified, and all those who ean be spared from 
their immediate duties, especially the physicians who have previ- 
ously worked on the case, are permitted and encouraged to attend. 
Findings are checked against diagnoses and therapeutic endeavors. 

Other Training Aspects. There is a tendency for some physi- 
cians in public mental hospitals, in their interest and enthusiasm 
to learn psychiatry, to think and work in terms of libido, repres- 
sion, regression and other mental mechanisms, and to relegate to 
the back ground their general medical knowledge and interests. 
Some have been known to say, ‘‘I’ve been so busy ‘working out’ 
trends and mechanisms, that I have forgotten all I knew about med- 
icine.’? However, psychiatry deals with the study and treatment 
of the individual as a whole, and to avoid the development of such 
a tendency or situation, the medical and physical aspects and treat- 
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ment of the patient are considered, at all times, in conjunction with 
the mental, and the physicians encouraged to read current medical 
literature, as well as psychiatric, and to attend community medical 
meetings, in addition to those pertaining to psychiatry and neu- 
rology. The new physician also plays a role in this endeavor, as 
he brings to the hospital his more recent medical training and ex- 
perience, and is encouraged to disseminate this knowledge among 
the older members of the staff. It might be said in passing, that 
due to the very large number of patients admitted to the hospital 
presenting acute and chronic medical and surgical conditions, no 
physician can fail ‘‘to keep his hand in”’ the practice of general 
medicine. 

In connection with the above, any special medical or surgical 
aptitude or training the physician may have had is utilized, and 
the opportunity given him for further experience, either clinically 
or under the direction of the attending and consulting physicians. 
These physicians become the resident consultants in the field of 
their particular interests or aptitudes. 

Opportunity is provided for research. Each physician is encour- 
aged to become interested in some problem, either definitely psy- 
chiatric in nature, or in a related field, and to become actively en- 
gaged in it, or in collaboration with others of the staff. 

Certain physicians display an inherent psychotherapeutie abil- 
ity, and whenever it is possible, they are relieved of some of the 
routine duties and permitted to work intensively with selected pa- 
tients. However, it might be said that it is believed that a funda- 
mental training in psychiatry is necessary and essential for the 
physician who has a special urge, before he engages in psycho- 
analytic endeavors, also, he should appreciate that although psy- 
choanalysis has contributed much to psychiatry, it is but one 
method of psychotherapy, and not a panacea for all human ills. 

An endeavor is made to train senior physicians who possess the 
qualifications and ability, in the duties of the first assistant physi- 
cian, clinical director and pathologist, by having them assist these 
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medical officers, from time to time, or substitute for them during 
their absence from the hospital. 

As previously stated, one of the primary functions of the public 
mental hospital, is to assist in the prevention of mental illness in 
the community. It can do this through its clinies, social service 
department, the graduation of well-trained medical and nursing 
personnel into community practice, research, contribution of pub- 
lications, and by means of lectures and talks given by members of 
the medical staff, ete. In regard to the latter, although, the physi- 
cians are given the opportunity to address organizations, either at 
the hospital or in the community, on psychiatric and mental hy- 
giene subjects, the number is limited to comparatively few, (this 
is irrespective of the teaching of psychiatry and mental hygiene 
to medical students, the nurses of the hospital training school and 
those of community general hospitals, which is an essential part 
of the hospital program) and an endeavor is made to have the 
physician present simple and well known facts, avoiding all com- 
plex speculations which may be misunderstood and misapplied. 
There are various reasons for the limited number of talks, among 
them being: the very large admission rate of patients, the ever- 
increasing activities within the hospital which demand more and 
more of the physicians’ time, the previously mentioned conserva- 
tive attitude toward mental hygiene as a whole, and the over- 
abundance of such talks in the metropolitan area. 

It has been a frequent complaint that some physicians dealing 
with psychiatric disorders fail to understand the sociologie and 
cultural aspects of the lives of their patients, fail to see things as 
actually found in patients, and also that their own lives become 
narrow and restricted. An endeavor is made to prevent the occur 
rence of such possibilities, by pointing out and emphasizing to the 
medical personnel, the need of keeping practical contact with the 
various phases of life—directly through social, professional and 
recreational outlets—indirectly by a broad knowledge obtained 
through reading and keeping in touch with the economie, political, 


religious, social and other problems of the community and the 
world at large. 
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REMARKS AS TO PSYCHOTHERAPY OF THE CONSTITUTIONAL 
PsycuHiatric DisorDERS 


The following general comments and opinions, while perhaps, 
not new in their content or significance, are presented here, as 
they form an integral part in the development of the program just 
considered. 

Although some of these remarks may be applied to the therapy 
(psycho and physical) of any mental illness, for the most part they 
have import as to the psychotherapy (‘‘Treatment through influ- 
encing and regulating mental and emotional reactions’’—Psychi- 
atric Work Book—Hutchings) of the so-called constitutional psy- 
chiatric disorders. 

A physician concerned with a person ill with mental disease must 
appreciate that he is not dealing with a mere case or diagnosis but 
with a human being who comes to the hospital, to the clinic or the 
private office, not only with symptoms, but with certain problems 
(physical, emotional, etc.) and strivings which are peculiar to him 
as an individual. 

In order to judge, prescribe and treat adequately, the physician 
must be quite sure as to what is going on in his patient. He must 
have a complete whole in view before he can draw any conclusions 
as to its parts. Personality must be approached and understood. 

If the foregoing attitudes are not constantly kept in mind, the 
physician may often find himself puzzled and led astray, especially 
in arriving at an understanding and therapy of the so-called con- 
stitutional psychiatric disorders. 

If he is wholly organistic in his approach he may, regardless of 
the fact that he is unable to find any definite physical reason for 
the various somatic complaints and symptoms (which in many in- 
stances have their basis in the emotional life of the patient), insti- 
tute physical diagnostic and therapeutic measures, which may so 
react on the patient as to provide him with a definite means of 
escape, and prevent recognition, by himself or others, of the real 
difficulties ; and in the end lead to chronic psychotic invalidism. On 
the other hand, the physician may be so deeply immersed in trying 
to ‘‘dig out’’ buried unconscious mental pathology, that he loses 
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sight of or fails to recognize a somatic condition, which if relieved 
or eliminated may be a factor in restoring the patient to health. 

One recalls the patient (a psychoneurotic) treated from a psy- 
choanalytie viewpoint, but whose symptoms referable to the nose, 
throat and face, did not respond to this form of therapy, until an 
ounce of pus, due to an intervening sinusitis, had been removed 
from his right antrum; the patient, labeled a neurasthenie (with- 
out a physical examination), and treated by persuasion and re- 
education, and whose symptoms were definitely related to a chronic 
retro-cecal appendix; the girl experimented on with tampons and 
eurretage, and who was suffering with a hysterical vaginismus; the 
woman who had her tonsils, appendix and ovaries removed, and 
only got well when the true nature of her condition, hysteria, was 
recognized and properly treated; the man diagnosed as a case of 
essential epilepsy and treated from that standpoint, with no im- 
provement, and later an eye examination and encephalogram re- 
vealed a tumor, which on removal, led to adjustment, ete., ad 
infinitum. 

The point to be raised here, is that, if the physician expects to 
keep mistakes of diagnosis and therapy at a minimum, he must 
refrain from becoming biased to any single viewpoint, learn to take 
facts for what they represent in the study of the patient, and or- 
ganize his knowledge and methods to meet the situation at hand. 

One learns from experience that the first contact with a patient 
is of utmost importance. It tends to shape his attitude toward 
subsequent treatment whether he is seen in a hospital, a clinie or 
private office. It should be utilized to gain his confidence, put him 
at ease and ascertain his immediate needs. (The writer has at- 
tained considerable success in his clinie activities, in having pa- 
tients return a sufficient number of times to permit of satisfactory 
therapy—by devoting, at least, an hour to the initial contact, and 
arranging subsequent visits, by appointment at a definite hour, 
and limiting the time to one-half hour to each patient receiving 
treatment. The definite hour and the limitation of time gradually 
teaches the patient that he has an obligation to meet in his illness, 
and that he is not to be permitted to take time which is to be de- 
voted to the needs of someone else). The same method has pro- 
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duced very satisfactory results in the hospital, in the intensive psy- 
chotherapy of cooperative patients. 

The patient should be approached with sympathetic insight and 
with an attitude which is absolutely impartial and uncritical. Noth- 
ing in his remarks or actions should be considered as trivial or 
unimportant. One should not forget that there is a history back 
of what the patient says and does. 

Above all the physician has to develop the trait of patience, and 
be willing to listen to the patient’s story without interruption and 
argument. Explanations may be offered when the physician knows 
what to explain. Too often, the physician, after listening for a 
few minutes says, ‘‘ There is nothing wrong with you, it is all imag- 
ination, just forget it.’’ At times this advice is accompanied by a 
prescription for some form of medication, and the patient is more 
bewildered than ever. What was intended, perhaps, as suggestion, 
may now be translated by the patient as, ‘‘This learned man says 
there is nothing wrong with me, but he wants me to take medicine. 
What does it all mean?”’ 

Frequently, if possible, the patient’s abnormal beliefs have to 
be altered. However, it should be done in such a way as to lead 
the patient to the opinion that he has done it himself. In fact, the 
patient should always be induced to feel that he is doing things 
for himself, and that the physician is only an instrument of tem- 
porary assistance and guidance. 

The value of frequent subsequent talks with patients cannot be 
too highly estimated. In the hospital, the patient often feels in a 
position of safety, away from criticisms and free to express him- 
self to the physician who will listen. The physician should always 
take advantage of such opportunities—remembering that patients 
get well if given a chance. 

Very frequently the physician needs to drop the cloak of pro- 
fessional dignity and meet the patient on common ground. In many 
instances, because of his position, he becomes the parental image 
in the unconscious of the patient, and he should avoid assuming 
the role of the parent, kind, hostile or otherwise. A controlled 
friendly attitude is the wise procedure. 

At times, the physician in his talks with the patient may try to 
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sell himself or some particular activity he is interested in. He may 
become lost in a recital of his own knowledge, experience, ete., and 
infer to the patient, that if the patient is to live a healthy life, he 
must do and think as the physician does. The physician should 
remember that he has to furnish a program for the patient’s needs, 
and provide useful energy outlets which mean something to the 
patient himself. 

Perhaps psychoanalysis may be used in only a few selected cases, 
however, by using the free association method, resorting to mate- 
rial already obtained from previous study and observation of the 
patient, much information may be gained as to the nature of the 
etiological factors, and adequate therapy may be instituted. 

In some instances, a character or personality analysis may be 
all that is necessary, to help the patient to an adjustment. Advis- 
ing the patient how to handle his problems, without necessarily 
stressing the origin of his conflicts or going into details as to his 
personality. Experience helps one to arrive at sound judgments 
as how far to go with the individual patient. 

In prescribing occupational therapy, physical therapy, baths, 
packs, restraint, drugs, surgery, ete., the physician should be mind- 
ful of their psychological values, and of what results are expected. 
If the pack or restraint has a psychological significance for the 
patient, and represents only punishment for his feelings of guilt, 
it may do more harm than good, as the patient may make use of 
this form of treatment to strengthen him in his psychotie disorder. 
Again, some of these procedures may so stimulate the patient that 
the physician may more readily get in contact with him, and be 
able to point out ways and means of arriving at social adaptation. 

Although so-called insight is not to be minimized, one cannot ex- 
pect to give it to all his patients, however, social adaptation is es- 
sential. Therefore, the primary objective of therapy needs be the 
socialization of the patient, at least, in the hospital, even if it can- 
not be done in the community. 

The following statements are so frequently made by patients, 
‘TI did not know what it meant’’ or ‘‘It was all so strange and 
alarming to me,’’ that it seems advisable, in many instances, to ex- 
plain to the patient the why and wherefore before instituting any 
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form of therapy—even though it appears that he is inaccessible or 
does not comprehend. 

Requests of patients should not be passed over indifferently— 
they should be listened to. If the requests are within reason, some 
action might be taken. If they cannot be granted the patient should 
be so advised. Promises easily made to a patient and just as 
easily broken and forgotten are destructive forces in therapy. If 
one expects to have and hold the confidence of his patients, one has 
to gain it—it cannot be done by ignoring patients or forgetting 
promises. 

The physician needs to be constantly on the alert to recognize 
and develop what was and still is normal in the patient and to 
stimulate him to make use of his assets. He should never neglect 
to commend the patient for trying to do something constructive to 
help himself. 

There are times when the physician may be so concerned with 
the more complicated forms of psychotherapy or therapy in gen- 
eral, that he neglects to make use of simpler ones—such as, the sim- 
ple and natural stimuli of music, games, companionship, conversa- 
tion with others, the good influence of certain of the nursing, ward, 
and patient personnel on patients. These factors are to be taken 
into consideration, and the physician should be just as alert to 
notice hostile and disturbing influences and endeavor to remove 
them. 

A physician who has undertaken the examination and study of a 
patient, provided, he has not developed any antagonisms on the 
part of the patient, should follow the case through and outline 
therapy, consulting with others if necessary. There should be no 
interference by other physicians such as interviews, note taking, 
change of therapy, etc. Frequently, patients have stated that they 
have been annoyed and irritated, by being asked the same questions 
by a number of physicians. When it appears that a physician is 
not obtaining cooperation from a patient, it would seem advisable 
for him to turn the case over to another physician. 

During convalescence, care is to be taken not to force the patient 
too rapidly. With some the previous therapy seems to have been 
undone by speeding up things in the convalescence period. This is 
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unwise psychotherapy unless there is a special need to get the pa- 
tient to stand on his own feet, as soon as possible. 

When the patient is to be paroled or discharged from the hos- 
pital, his assets should be reviewed with him, every endeavor made 
to bolster up his self confidence and esteem, and ways and means 
pointed out whereby he can assist himself in his adjustment in the 
community. 

In the therapy of mental disease, especially that of the so-called 
constitutional psychiatric disorders, there is a need for imagina- 
tion—imagination used in a critical and constructive manner, and 
on a foundation of controlled common sense. In other words, the 
physician needs to be not only a scientist but an artist as well. 


(CONCLUSIONS 


It is fully appreciated, regardless of the nature of a teaching 
and training program in a public mental hospital, or the interest 
and enthusiasm of those responsble for its inception and develop- 
ment, that there will be some physicians who are not benefited, and 
that in the last analysis much depends on the individual physician’s 
initiative, willingness to take advantage of the opportunities of- 
fered him, and, if need be, to spend time and energy, outside so- 
called duty hours in developing himself. 

And finally, it must be stated and emphasized that it is recog- 
nized, that each public mental hospital has its own peculiar prob- 
lems, advantages and handicaps, and that it is not assumed or in- 
ferred that the program which has been outlined is of value, in 
part, or as a whole, to any other hospital. However, it has been 
very useful at the Brooklyn State Hospital, and has, in a great 
measure, achieved its objectives. 











PALLIATIVE PSYCHOTHERAPY IN A CASE OF OBSESSIONAL 
NEUROSIS* 


BY WILLIAM J. SPRING, M. D., 
NEW YORK PSYCHIATRIC INSTITUTE AND HOSPITAL 

The patient is an exceptionally intelligent and honest Irish girl, 
who when I first saw her three years ago was 22 years old. At the 
age of four and a half she had poliomyelitis which crippled her so 
badly that she did not walk again until she was seven. Her spine 
is still so severely deformed that she is only a little over four feet 
tall. Both legs are severely shortened and carry braces, but with 
two crutches she is able to walk, though very slowly. Her deform- 
ity kept her out of school until the age of nine; and, though she did 
succeed in getting a year of high school, the paralysis has been a 
great handicap to her social life. Though she had many friends 
who visited her at home, she remained a shut-in and ignorant of 
the world. 

Other than this nothing unusual was noticed until the age of 15, 
when she first menstruated. At this time she was greatly upset 
and complained bitterly. She thought menstruation disgusting and 
dirty. She continued to show these feelings of disgust with every 
period. At the same time she began to express a great deal of 
curiosity about sex. She wanted to know what sexual intercourse 
really was and asked innumerable questions. Her mother, a very 
prudish woman, was shocked at such questions and put her off, 
finally promising to tell her when she reached the age of 18, a prom- 
ise which for the time being stopped her questions though it did 
not stop her from brooding about the subject. 

The definitely pathological symptoms begun at 18, shortly after 
the family had moved to a new neighborhood against the patient’s 
will. Here she had no friends and was left alone much of the time. 
The apartment was on the ground floor and it was possible for peo- 
ple walking by to look into her room. She developed the fear that 
she might be exposed and seen through the window by passing 
men. She felt this would be immoral and insisted that the shades 
be not only drawn down, but pinned all around. She was of course 
not able to do this herself and forced her mother to do it. When- 
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ever her mother refused she had a temper tantrum until her mother 
obeyed. She felt thoroughly justified in forcing her mother to 
protect her from the lewd glances of men. This might conceivably 
be regarded as merely excessive modesty, but she developed an 
additional symptom which is typically compulsive. Since after all 
it was impossible to be absolutely sure that no one might have 
glanced in the window, she argued, it was best to wipe the glances 
off her clothes before she put them on. She therefore forced her 
mother to wipe off every article of clothing before she wore it. If 
her mother refused, she remained in bed. If an attempt was made 
to foree her she screamed enough to disturb the whole neighbor- 
hood. 

This symptom very clearly illustrates the magical type of think- 
ing, which is so prominent in obsessional neurosis as well as in 
schizophrenia. The glance is regarded as something material 
which ean be wiped off. The situation differed from the usual one 
in obsessional neurosis in that, since she was crippled, her mother, 
and not she, was foreed to carry out the compulsions. 

She soon developed new symptoms. One day a friend of the 
family, a man, visited them and sat down on her bed in order to 
use the telephone. The patient became greatly excited and insisted 
that to sleep in a bed on which a man had sat was sexual and that 
she would not do it. The only way in which she could be persuaded 
to go to bed was to remove entirely the sheets which she felt were 
contaminated. Thereafter she insisted on having clean sheets 
every night because it was otherwise perfectly possible that a man 
might have been in the room and touched them. Soon she demanded 
that her mother go out and buy new sheets every night. In con- 
nection with this an interesting thing happened. It was obviously 
impossible for the family to afford new sheets every night. When 
ihis was explained to the patient she said to her mother, ‘‘ Anyway 
go out and say you’ve bought new sheets.’’ If her mother said the 
sheets were new the patient’s sense of guilt was relieved, even when 
she knew perfectly well that her mother was lying. This is typi- 
cally compulsive. The patient’s emotional difficulty is relieved by 
a ritual which the patient herself knows is senseless. 

She also developed a fear of infection. For instance she stayed 
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away for a year from the radio, because a cousin had stood near it 
who ten years before had married a woman whose brothers haa 
dhed of tuberculosis. 

All her symptoms became steadily worse. Her fear of touching 
anything which had been touched by a man extended tremendously. 
She should not wear laundered things because they might have been 
touched in the laundry by men. For several years she did not touch 
a certain chair because a man’s bathing suit had lain on it once, 
She stayed out of her bedroom almost all day, because since it was 
unavoidable for her in other parts of the house to touch things 
which had been touched by men she at least wanted to keep her 
bedroom as free from contamination as possible. She bathed as 
rarely as possible, because her father used the bathtub. Moreover, 
though in the early part of her neurosis he had been allowed to do 
some of the wiping off for her, this was no longer possible since 
he was after all a man. Her fear of exposing herself was also ex- 
treme. She kept on her underclothes at night and rarely changed 
them to avoid being naked. She became greatly excited at the 
smallest hole in her clothing because it might be possible for a man 
to look at her through it. She even felt that the stitches in her 
dresses were not close enough together and forced her mother to 
go over all the seams. 

The slightest infringement of her really absurd requirements led 
to a severe and irresistible temper tantrum. The situation in the 
family can be imagined. Her mother and her sisters argued with 
her and seolded her. Frequently they lied to her, but in spite of 
all subterfuges the patient ruled her family. The father, a rather 
passive man escaped into a neurotic heart trouble. This was used 
to quiet the patient’s tantrums, but the patient was intelligent 
enough to see through this. Naturally no one understood what it 
was all about. At times the mother became so angry that she actu- 
ally threw the patient to the floor though she was a cripple. After 
about four years of this the family finally decided to have her com- 
mitted at Bellevue, but she was persuaded by an intelligent priest 
to seek voluntary admission at Manhattan State Hospital where 
[ first saw her three years ago. 

Before going on to the treatment of this patient I should like 


WILLIAM J. SPRING, M. D. 469 


briefly to discuss the meaning of her symptoms. Like all neurotic 
symptoms, they have two meanings. They are compromises in the 
conflict between instinctive drives and the conscience, and as such 
they must gratify both sides. Their meaning from the point of 
view of the conscience is fairly obvious. Her conscience was so 
strict that she avoided even touching anything which had been 
touched by a man. She was consciously proud of her unusually 
strict morality. This side of the picture the patient could see 
herself. 

The other side of the picture was not so clear to her. She was 
conscious of no sexual desire at all, a fact of which she was very 
glad, because her deformity made it improbable that she would 
ever experience sexual gratification. She considered sex disgust- 
ing. Yet her mind was so taken up with sexual fantasies that the 
remotest, most indirect contact with a man she regarded as a sexual 
act. With such an interpretation of sexuality her whole life be- 
came a series of sexual incidents; to be fought against, it is true, 
but nevertheless inescapable. By thus sexualizing the most harm- 
less incidents, she thought of hardly anything but sex. In this way 
she got her sexual gratification, though she did not realize it. 

Her neurosis also afforded her several secondary gains. It en- 
abled her to be almost the master of the household. She sueceeded 
in foreing her family to obey her, and made use of this power par- 
ticularly to torture her mother, whom she disliked intensely. She 
said quite frankly, ‘‘I have to suffer. I don’t see why they shouldn’t 
suffer a little bit.’’ 

Let us return to the patient’s story. She had come into the hos- 
pital voluntarily not because she had insight and wanted help but 
because she knew if she did not come of her own accord she would 
be committed. She expressed the definite belief that to lie in a bed 
which had been touched by a man was sexual and therefore im- 
moral. There was little apparent insight, and my first task obvi- 
ously was to make her realize clearly that she had a neurosis. With- 
out that it would have been impossible to help her. 

It was useless to tell her she was wrong. She had been told that 
innumerable times. She could not accept my authority any more 
than she could accept her mother’s. I had to prove it to her indi- 











470 PALLIATIVE PSYCHOTHERAPY IN A CASE OF OBSESSIONAL NEUROSIS 


rectly with facts. What I did first was to point out that she had a 
system of morality all her own and that her system of morality for- 
bade her to do things which other people did with a clear con- 
science. I carefully avoided telling her that her system of morality 
was wrong. I merely pointed out that it was much stricter than 
most people’s. She saw this clearly at once, but held that if that 
was what she felt was right there was no reason why she shouldn’t 
stick to it. 

I did not disagree with her, but I undermined the value of her 
system to her by telling her stories about other people who also 
had private systems of morality, that is other obsessional neuroties. 
These people felt just as strongly about their moralities as she did 
about hers. Only the particular things they forbade themselves 
did not happen to be the same as hers. She saw almost immedi- 
ately that her case was no different from theirs, and decided that 
since she was a Catholic there was no reason why the laws imposed 
by the church should not be enough for her. 

Iam sure that insight would not have been gained so easily if she 
had not had considerable insight already. Only before she had 
been so taken up with the struggle that she could not admit it. By 
calling her neurosis a private system of morality and comparing 
it to other similar systems I enabled her to recognize it for what it 
was without taking this recognition as a defeat. 

I used essentially the same technique in giving her insight into 
the magical type of thinking on which her symptoms were based. 
] refer particularly to the idea that a man’s touch can be communi- 
eated from object to object. Here I made use not of pathological 
eases but of anthropological data. I told her about taboos among 
primitive races and about primitive ideas of contact magic, draw- 
ing to her attention the similarity with the kind of thinking under- 
lying her compulsions. To maintain her self-esteem I pointed out 
that magical thinking occurs also among normal civilized people 
in the form of superstitions. She was intelligent enough to under- 
stand this also, though here she was much more difficult to con- 
vince. Even months later she would say such things as ‘‘ Well, 60 
per cent of me thinks you’re right, but the other 40 per cent doesn’t. 
I would like to emphasize that throughout this procedure I was 
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strictly honest with the patient. Though it may seem strange to 
describe an obsessional neurosis as a private system of morality, 
this is a truthful description, particularly in her case. 

When the patient first gained insight into the pathological na- 
ture of her ideas of morality, she said she would give them up and 
abide only by the laws of the church. This showed that she did not 
realize the strength of these compulsions. She had never attempted 
to disobey them and therefore did not realize their compulsive char- 
acter. To avoid disappointment I therefore warned her that it 
would be difficult and perhaps impossible to overcome them com- 
pletely. Subsequent months showed that this warning was justified. 

I also utilized this early part of the treatment to attack the sec- 
ondary gains which she derived from her illness, particularly the 
fact that it enabled her to torture her mother and to dominate the 
household. In this I was helped of course by the fact that her neu- 
rosis had finally gotten her into the hospital, which distressed her 
very much. When I asked her who suffered the most from her neu- 
rosis, it was quite obvious even to her that it was she herself. She 
saw that whatever advantages she derived from her neurosis were 
well outweighed by the trouble it got her into. The clear realiza- 
tion of this gave her a strong motive for getting well. 

In addition to giving her insight and a motive for getting well, 
the chief aim of this part of the treatment was to get a strong posi- 
tive transference. Since circumstances made psychoanalysis im- 
possible, my whole aim was to see how far I could get by getting 
the patient to struggle against her compulsions. For this purpose 
avery strong positive transference was necessary, and I took every 
legitimate means to obtain it. 

Probably the thing which helped most to strengthen the positive 
transference was that I was honest with her and did not attempt 
to minimize her difficulties. Her family had often lied to her and 
she appreciated having someone who didn’t. Moreover I told her 
how hard it would be to overcome her symptoms and so put her on 
her mettle to do so. To have minimized the difficulties would only 
have led to disappointment and loss of confidence after the first 
failure. 


Also I appealed to the patient’s intelligence. By telling her about 
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other cases and about primitive races I got her interested in know- 
ing about neuroses and showed her that I thought she was intelli- 
gent enough to understand. 

All her questions about sex I answered as explicitly as possible. 
Her complaint had been that the cause of her neurosis was that her 
mother had refused to explain sex to her and on this point I made 
it clear to her that I differed from her mother, I told her that I 
believed that at her age her curiosity about these things was per- 
fectly normal and that she had a right to know about them. One 
reason for doing this was to increase the positive transference. 

Another, and more important reason was that it afforded a more 
direct method of attacking her symptoms. This became clear 
shortly after she began trying to do without her compulsions. She 
complained rather bitterly that when she did not carry out her com- 
pulsions her mind was filled with sexual fantasies. She felt very 
unhappy about these fantasies which she could not put out of her 
mind unless she carried out her compulsions. It became evident 
that one function of her compulsions was to help her avoid sexual 
fantasies. It was partly for this purpose that she avoided even 
the remotest contact with a man. 

It was clear that one reason for her intensive sexual fantasies 
was the fact that she had no other form of sexual expression. More- 
over her deformity made it improbable that she could ever lead a 
normal sexual life. 

Since her compulsions were attempts to avoid these sexual fan- 
tasies, and since I felt that sexual fantasies were on the whole less 
objectionable than her compulsions I made it one of the aims of the 
treatment to enable her to have sexual fantasies without a sense of 
guilt, I told her frankly that her sexual fantasies were the result of 
her normal sexual drive, which was denied a normal outlet, and that 
such fantasies were nothing to worry about. The patient, has been 
very slow to accept such reassurances, but she has gradually made 
some progress as is shown by a decreasing sense of guilt. 

As regards the patient’s struggle with her mother I definitely 
took the patient’s side. I agreed with her that her mother was 
frequently dishonest with her and in many situations was unrea- 
sonable. I had no difficulty doing this, since what the patient said 
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was true, though of course it was only one side of the story. My 
chief reason for taking this attitude was to enable the patient to 
air her hatred of her mother in her sessions with me rather than 
at home. I felt that it was better for her to tell me what she 
thought of her mother than to fight it out with her at home. I told 
her frankly that I thought some of her mother’s behavior was due 
to a neurosis, though I did point out that since she had to live at 
home with her mother it was to her own selfish interest not to have 
too many fights. However I never criticized her when she did fight 
with her mother. 

These three measures; maintaining the positive transference, 
relieving the sense of guilt over sexual fantasies, and enabling her 
to work off her hatred of her mother in the sessions, continued to 
be my chief aims throughout the treatment. As soon as an ade- 
quate transference was established, I sent her home and continued 
to see her, at first every week, then at gradually extending inter- 
vals, until for the past two years I have seen her only every six 
weeks, 

The real struggle began as soon as she went home. She had 
decided to give up all her compulsions at once, but soon found that 
this was impossible. I maintained a very tolerant attitude. I told 
her frankly that I did not think she would be able to overcome the 
whole neurosis and that in the case of every temptation to yield 
she must decide for herself which would hurt her more, to yield or 
not to. The patient got to hating her symptoms much more than I 
did. 

At the height of the struggle she developed some symptoms she 
had never had before. She developed definite anxiety feelings at 
different times, and much of the time was in a state which she 
valled a daze, which consisted of great sleepiness, continuous fa- 
tigue and a desire to stay in bed all day and do nothing. She was 
very irritable and had many fights with her mother over minor 
matters. At this time she also developed some symptoms which led 
me to question the diagnosis. One day while she was alone in the 
apartment the janitor entered to take care of some routine matter. 
Thereafter she insisted on having a lock put on the door which the 
janitor could not open. When this lock was not put on she devel- 
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oped transient fears that the janitor might actually have entered 
the apartment and had intercourse with her. This was rationalized 
with the idea that such a thing might have happened and that she 
might have forgotten it. At the same time she slept very badly and 
stayed awake for hours, listening for noises. She insisted that she 
actually heard creakings and similar noises and woke up her fam- 
ily so as to be reassured that there was no man in the room. It 
was never determined whether these creaks which she heard were 
hallucinations. However, as the acuteness of the conflict became 
less these symptoms disappeared. 

The worst period lasted about six months. During this time the 
patient had little time for anything but the struggle against her 
neurosis. While she dropped most of her old compulsions, she de- 
veloped a few new ones. At night when her sisters came home late 
she would fear that a man was coming in and she developed a ritual 
of asking them questions to prove that it was really they. On my 
advice the family was very tolerant and the patient soon saw that 
this was part of her neurosis also. 

The first marked change noticed by the family was a great 
change in her habits of cleanliness. Though before she had refused 
to bathe more than once a month and was often filthy in her cloth- 
ing, she now became painstakingly neat and clean. Apparently 
her scrupulousness in avoiding imaginary sexual contamination 
had found a sublimation in the avoidance of actual dirt. 

Along with this her compulsions became markedly decreased and 
her behavior improved to such a degree that for the past two years 
her family have been satisfied with it. She has even found a way 
of earning money by selling face creams. She leads a fairly active 
social life, going to a club, and at election time working for the 
Tammany district leader in getting out the vote in her apartment 
house. 

She still has a few compulsive rituals, but they are comparatively 
harmless. The degree to which she has overcome her fear of ex- 
posing herself is shown by one incident. At the time she was ad- 
mitted to the hospital her brace needed readjusting, and it was 
almost impossible to get her to see her orthopedist because he 
would have to touch her leg. She cried bitterly and waited a long 
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time before she would do it. Recently she has gone at her own 
instigation to be examined by a number of different orthopedists 
so as to make up her mind about the necessity of an operation. She 
goes swimming and takes Alpine lamp treatments, though she is 
very careful to make sure that no boy is under the same lamp with 
her at the same time. In her club she has found a boy friend, a 
blind lawyer, and she apparently spends considerable time dis- 
cussing with him cases of sexual abnormalities which he meets in 
his practice. She also reads books on sex. I regard this as a much 
more satisfactory expression of her sexual fantasies than were her 
conipulsions. 

She is not a cured case. She still has some compulsions, but dur- 
ing the past two years they have not been a serious trouble either 
to her or to her family. 











COLONIZATION AS A THERAPEUTIC MEASURE* 


BY H. G. HUBBELL, M. D., 
CLINICAL DIRECTOR, NEWARK STATE SCHOOL, NEWARK, N. Y. 


It is unnecessary to review the history of colonization in the 
care of mental eases. You are familiar with the procedure in Gheel 
and other colonies modeled upon it. The point has been stressed 
that the patient enjoyed a more natural manner of living, an en- 
vironment supplied to which he was more or less familiar, and the 
dangers of institutionalization and a routine manner of living were 
avoided. The chief advantages claimed by the proponents of this 
scheme were the added comfort, both mental and physical to the 
patient, and also the advantages gained from an economic stand- 
point. However, not so much attention has been given to the actual 
therapeutic value of this mode of treatment. To be sure, it was 
felt that improvement was made indirectly by making the patient 
more comfortable and satisfied. 

At Newark, we have felt that all of these advantages might be 
gained by providing community homes, and have attempted it in 
a limited manner in our vicinity. We divided our community homes 
into three types: 1. Boarding homes for children, 2. community 
boarding homes, and 3. individual boarding homes. These are not 
to be confused with our colony houses for inmates who go out for 
employment, as these homes are provided by the State, and are in 
charge of matrons employed by the school. 

For the first type, we began in August, 1931, by providing a 
boarding home in the village of Newark for a girl of 14. Special 
arrangements were made with the superintendent of schools to 
take the girl into special class. This worked out so satisfactorily 
that two more children, aged 12, were placed in the same boarding 
home on October 12, 1931. The following month, another girl of 
14 was added to this boarding home. On September 8, 1932, the 
first child mentioned was returned to the school as she had not ad- 
justed well, and another was sent in her place. This boarding home 
was so satisfactory that another one was provided for boys, Decem- 
ber 28, 1932, and two little brothers aged 5 and 9 were placed in it 
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and sent to public school. Finally, a fifth girl of 12 years was 
added to the girls’ boarding home a year later, September 11, 
1933, making five girls in the boarding home. We then decided to 
open another home in the neighboring village of Lyons, and two 
children were provided, one from our first boarding home in New- 
ark and the other directly from the school. Also, one was added 
to the home in Newark in place of the one taken out. 

In starting this work with children of school age, we had in mind 
the advantages of a more normal environment and a happier life 
for the children, and also the benefit to the State from an economic 
standpoint. We did not, however, appreciate the actual therapeutic 
value resulting from this method of care and training. We realize 
that this is a very small number of cases and valuable statistics 
ean hardly be drawn from them, but a review of these cases indi- 
vidually and collectively I think will demonstrate the fact that 
much more has been accomplished with them than we had in mind 
at the outset. 

Taking each case individually: Case No. I—C. H., female, admit- 
ted August 11, 1931, at the age of 14 with mental age of 8 years, 
I. Q. 54, moron; father insane, a suicide; mother, low grade men- 
tally; sister, an inmate of Newark State School; brother an inmate 
of Rome State School. Was committed because she was becoming 
interested in sex matters and was not given adequate supervision 
at home. Was placed in boarding home August 11, 1931. Board- 
ing mother reported that she was polite and mannerly but could not 
be broken of the habit of masturbating, and was returned to the 
school one year later, September 8, 1932. This case was a failure. 

Case No. II—C. V., female, admitted March 5, 1930, age 12, men- 
tal age, 7.2 years, I. Q. 59; moron. Family history: Father de- 
serted family, mother committed to Newark State School, I. Q. of 
44. Sister age 14, inmate Newark State School, I. Q. 54. Reached 
second grade at school at the age of 8; taken to child guidance clinie 
where it was recommended that she be committed. Made very good 
progress in academic training at the State school, and was placed 
in the boarding home, October 12, 1931, and started school. Board- 
ing mother reports that she is always good, has a nice disposition, 
happy, takes a great deal of pride in her school work, and is usually 











478 COLONIZATION AS A THERAPEUTIC MEASURE 


spokesman for the other children. Was placed in the opportunity 
class in the public school, December, 1932. Was in a school Christ- 
mas play and a Sunday school Christmas play. Did very well. 
Sang with other children in the Baptist choir for Easter services, 
1932. April, 1932, joined the Girl Scouts. Learned to swim within 
two weeks. In September, 1932, upon the opening of school, she 
was placed in the fourth grade, and was doing fifth grade work, 
except for arithmetic. In September, 1933, she passed all her sub- 
jects and entered the fifth grade where she is at present. This past 
January passed every subject with good marks. October, 1932, 
received a gold pin for regular attendance at Sunday school for one 
year. Considering a child with the background described and a his- 
tory of being able to progress no farther than the second grade 
previous to admission, we feel that she has gained much more than 
just a suitable environment. 

Case No. III—A. T., female, admitted June 13, 1931, age 12, men- 
tal age 6 years 1 month, I. Q. 49, imbecile. Father feebleminded, 
excessively alcoholic; mother, feebleminded, immoral; one sister in 
Rome State School. Began school at 5, reached the second grade 
but unable to do the work. Was committed because of improper 
guardianship and exclusion from school. It was felt that eventually 
she would classify as an imbecile. Placed in the boarding home Oc- 
tober 12, 1931. She showed great improvement in her habits, her 
room and dresser drawers were verv neat and orderly. Although 
rather slow in her reactions, she applied herself to her studies with 
even more zeal than any of the other children. Was placed in the 
opportunity class in the public school. Joined the Girl Scouts. At- 
tended church and Sunday school. In July, 1933, spent three weeks 
in Girl Scout camp, Summerville, Rochester, N. Y., and quickly 
learned to swim. While she never graduated from the opportunity 
class, she did show keen interest in her studies, and was anxious 
to get ahead. On October 5, 1933, she was placed in the boarding 
home in Lyons where she continues to make an excellent adjust- 
ment, makes a very normal appearance in spite of the fact that she 
does not make rapid progress. The boarding mother feels that she 
is making a great deal of progress and will eventually get out of 
the opportunity class. 
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Case No. IV—B. B., female, admitted December 17, 1930, age 14, 
mental age 6 years 10 months, I. Q. 47; diagnosis, imbecile. Father 
and mother, feebleminded. Two brothers and two sisters below 
normal intellectually. Began school at the age of 9; never pro- 
gressed beyond the second grade. Was placed in our boarding 
home in Newark, November 1, 1931. Is very ambitious and works 
hard to make progress. Was placed in opportunity class. While 
she probably will not advance farther than this class, her work is 
reported as very commendable; is reported that she has a very 
fine disposition and the boarding mother says that she relies upon 
her honesty more than on that of the other children. Joined the 
Girl Scouts with the other children. Went to Seout camp. Had 
some difficulty in learning to swim but finally accomplished it. Does 
not seem to get discouraged because she is not promoted, but con- 
tinues to try. 

Case No. V—B. M. C., female, admitted June 25, 1931, age 8 
years 11 months, mental age, 7 years 9 months, I. Q. 86. Dull nor- 
mal. Family history, maternal grandmother very immoral, two 
maternal aunts at one time in Hudson Training School. Father 
served two jail sentences for stealing; heavy drinker. Mother im- 
moral. Deserted her children. However, one sister had an I. Q. 
of 103 and another 110. Was placed by the authorities in three 
different boarding homes where it was reported that she was un- 
ruly, cruel, showed sex interest. At one time wrung the necks of 
several chickens and then lied about it. She was a disturbing 
element in school and did not get beyond the first grade. In this 
case, it would seem that we have a conduct disorder rather than a 
pronounced intelligence defect. September 9, 1932, she was placed 
in our boarding home at Newark. The first day she started helping 
herself to the other children’s articles, and was made to replace all 
of them. She never did this again. Suffered from enuresis. She 
was placed in the special class in the school and the teacher re- 
ported difficulty in getting her to concentrate on her work. At first, 
she was very untruthful. On one occasion, the other children re- 
ported that she lifted her clothes in front of them in the school 
room during the noon hour. Later she said she didn’t know why 
she did it, and seemed ashamed of her conduct. She joined the 
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Girl Scouts, went to their camp in the summer of 1933 and quickly 
learned to swim. At this time, her conduct was noted as being much 
improved. She made progress in her work at school, and in Sep- 
tember, 1933, was advanced to the third grade, and her work is said 
to be very good, except that she has difficulty in concentrating. Her 
conduct for the most part is excellent, except that she is said to be 
occasionally quarrelsome. She will probably be promoted to the 
fourth grade this coming year. She is now truthful and honest. 
Last week found a pocket book containing $2, and turned it over 
to her boarding mother. 

Case No. VI—Attilio M., male, admitted April 26, 1932, age 914 
years, mental age, 6 years 2 months, 1. Q. 64, moron. Family history 
rather indefinite but it is stated that none of the brothers and sis- 
ters are bright. It was noted that he was unable to learn when he 
started school; would not obey his mother, and he could not be con- 
trolled. This brought about his commitment. He and his brother, 
mentioned later, were placed in the boys’ boarding home, December 
28, 1932, and started in school in the first grade. At first, the 
boarding mother had a great deal of trouble with them; they would 
not obey, used profane language, and at first would not return 
home directly from school. However, they soon became very much 
attached to their boarding mother and the home, and their conduct 
improved. In May, 1933, this boy’s name was on the honor roll in 
school, The boarding mother took them on many excursions, on 
pienics, and for bathing. In September, 1933, his behavior was not 
so good, he became disobedient and used profane language. This 
resulted from his desire to play with a neighbor boy, who the 
boarding mother did not believe a good influence. However, he 
made progress in school, and at this time was placed in the second 
grade. In January of this year his name appeared again on the 
honor roll at school, and he is making excellent progress. 

Case No. VII—Albert M., male, admitted April 26, 1932, age 5 
years, brother of the above named case. Mental age 3 years 2 
months, I. Q. 61, moron. Family history as noted above. Was dif- 
ficult to control in the home; would run out on the street at all 
hours. Mother had no influence over him, and he was sent here 
with his brother, and was placed in our boarding home with him, 
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December 28, 1932, and placed in the kindergarten. Had some dif- 
ficulty in learning to count. Was very mischievous but his name 
was on the honor roll in school in May, 1933. He made a good 
record in school, and in September, 1933, was promoted to first 
grade. He is very much interested in his school work, and is mak- 
ing good progress. 

Case No. VILI—B. R., female, admitted January 12, 1933, age 15 
years, mental age, 9 years 7 months, I. Q. 63, moron. Father, fee- 
bleminded, shiftless. Received public relief most of his life. 
Mother, feebleminded and shiftless; begged on the streets. Sister 
and brother, feebleminded in Syracuse State School. Patient began 
school at 6. Was promoted up to the 5th grade but was unable to 
do the work. The family was broken up and she was placed in a 
boarding home where she was very unhappy, did not get along well, 
was at a standstill in her school work, was taken to mental hygiene 
clinic and commitment advised. The child was placed by Newark 
State School in boarding home, January 12, 1933, the day of her ad- 
mission to the school, and placed in the opportunity class in publie 
school. She did not do very well in her school work but her conduct 
was excellent, and she was obedient. She was found to be a non- 
resident, and sent to her home state, April 11, 1933, and, therefore, 
little progress was made with this child. 

Case No. [IX—J. W., female, admitted July 24, 1933, age 12 years, 
mental age, 9 years 7 months, I. Q. 76, borderline case. Father 
only reached second grade in school; attempted a train wreck by 
putting obstructions on the track; unable to hold a job; committed 
to Napanoch for sexual assault upon daughter. Mother, mental de- 
fective. Sister in Hudson Training School. Paternal grandmother 
insane. Patient started school at 5, reached the fourth grade. 
Home was broken up after father was convicted, and she was 
placed in different boarding homes. Was disobedient, untruthful, 
was becoming interested in sex matters, and unable to advance in 
school. This brought about her commitment. Two months later, 
September 11, 1933, she was placed in the boarding home. At first 
was irritable, quarrelsome, rude and uncouth in her actions. She 
was placed in the 5th grade in school. She was said to be an ex- 
tremely nervous and unstable child and easily confused, but al- 
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though this is her first year, she has been on the honor roll every 
month and is making an excellent record. At the present time, 
there has been a great deal of improvement in her conduct. Will 
go in 6th grade next year. 

Case No. X—E. V., female, admitted October 7, 1931, age 12, 
mental age, 8 years 8 months, I. Q. 71, moron. Father feeble- 
minded, unable to support family, now in the county home. Mother, 
feebleminded imbecile and insane, epileptic; now in Rochester 
State Hospital. One brother in Rome. One brother committed to 
Children’s Village. This girl was born in the Rochester State 
Hospital. Was placed in various homes from the time of her birth. 
Had extreme temper tantrums. Was cruel and abusive toward 
other children. Because of her mental defect, it was thought that 
she would be happier with children of her own intellectual status, 
and she was committed. Here, she had a great deal of difficulty 
with other children, was careless in her habits, and very untruth- 
ful. She was placed in the boarding home, October 5, 1933. The 
boarding mother described her as being very boisterous, cried 
easily. Placed in the 5th grade in school. She was noted as being 
quarrelsome and noisy. Required a great deal of correction. At 
the present time. She is reported as showing considerable im- 
provement in her conduct, although she still talks a great deal in 
school. Is doing fairly well in her school work, but failed to pass 
one subject in January. Honor roll this month. Will go in 6th 
grade next year. 

Case No. XI—M.S., female, admitted July 18, 1933, age 11 years 
5 months, mental age, 5 years 10 months, I. Q. 58, moron. Father 
is aleoholic and mother an inmate of Rome State School. Two 
brothers are in Letchworth Village. Maternal uncle is feeble- 
minded. Reached the 3rd grade in school at 11 years. She had 
been placed in a foster home but failed to make progress in school 
and was excluded. This brought about her commitment. October 
5, 1933, she was placed in our boarding home in Lyons, and admit-: 
ted to the opportunity class. About two weeks after admission to 
the home, the boarding mother reported that she was getting along 
splendidly, kept her room in very good order and was agreeable 
and clean in her habits, although at times was disobedient. She 
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was said to be very likeable and unselfish. She has recently joined 
the Girl Scouts. In school she is not very studious, likes to play, 
and has difficulty in remembering. 

Summarizing these 11 cases, we find that they range in age from 
5 to 15 years with an average of nearly 1114 years. All came from 
a very poor family environment in which the majority of the par- 
ents were feebleminded, some of them criminals, and others in- 
sane, with the exception of two cases. Seven came directly from this 
environment to the State school, while 4 had been placed in what 
were presumably excellent homes by the authorities, one in a foster 
home, 2 to three different boarding homes, and 1 to two boarding 
homes where they were unable to get along. Seven had shown 
misconduct previous to admission, 4 of these being of a sex nature, 
the others being cruel, abusive, disobedient, or showing temper 
tantrums. Their placement in school ranged from exclusion to 
fourth grade, although in several instances these cases were not 
doing the work of the grade to which they had been assigned, 4 
making no progress whatever. After a residence of varying dura- 
tion in our boarding homes, we find that 8 showed excellent con- 
duct, 2 only fair, and 1 poor. We also noted a marked improve- 
ment in their school work. 

We made no attempt, whatever, to interfere with their grading in 
school, although we furnished the intelligence quotients. Seven of 
these were started in the opportunity classes, 4 making no advance, 
while 1 jumped from the opportunity class to the fourth grade and 
then to the fifth; another one to the third grade. Besides the 7 
placed in opportunity class, 1 was started in the first grade, and 
has now reached the second grade. One started in kindergarten 
and has reached first grade, while 3 were placed directly in the 
fifth grade, and are able to do the work. Six were making rapid 
progress in school; 3 are making progress, although slowly, while 
1 was a failure and the other was repatriated before we had an 
opportunity to note results. 

Their mental ages range from 3 years 2 months to 9 years 7 
months with an average of 6 years. It may be noted that 4 came 
from a very poor environment, and their improvement, where 
noted, may be due to the fact that they were provided with an ex- 
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cellent home and supervision, while 7 apparently had good homes 
to begin with; 4 of these being tried in various boarding homes by 
the authorities, so that we are unable to account for their improve- 
ment unless our supervision of the boarding home and advice to 
the boarding mother has had something to do with it. However, 
one is led to feel that the authorities were perhaps too ready to 
commit the children rather than to supervise their placement and 
adjust them properly, although they did presumably provide good 
homes. In the case of the 4 who came directly from a bad environ- 
ment, no attempt had been made to replace them, and yet 3 of them 
are making good, both in conduct and school work, 1 advancing 
from the opportunity class through the fourth to the fifth grade. 
We cannot help but feel that with more intelligent care previous 
to admission, they might never have been committed, but condi- 
tions being as they are, the movement to keep these children out of 
an institutional environment is fully worth while. 

These cases were not selected because of their personalities, nor 
high intelligence quotients, the only feature being insisted upon is 
that they should not show stigmata of degeneration, or outstanding 
characteristics which would make them the butt of normal children 
of their group. 

In selecting our homes for this group as well as the following 
groups, we are very fortunate in having a social worker who re- 
sides in the community, and is familiar with the locality, and with 
the school system. In the first place, we contacted the superintend- 
ent of the schools, told him what we were planning to do, and he 
was very willing to cooperate with us as he would probably lose 
the money for his opportunity class teacher unless he could show 
that there were enough pupils to continue it in force. He, there- 
fore, agreed to take three of our cases into this class. He did not 
object to taking children who would enter the grades as I believe 
he receives a certain amount of money depending upon the number 
of pupils. We had explained to him that this was more or less in 
the nature of an experiment, and he became very much interested 
in it, and has cooperated with us at all times. 

The first home chosen was that of a former matron of one of our 
wards, who, with her husband, was living in the village. All other 
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homes have been with people who have had no association whatever 
with the school. 

In discussions of this type of care, we frequently see the state- 
ment made that patients could be more profitably placed with 
trusted former employees, but our experience does not bear this 
out, and we have come to the conclusion that the best homes are 
with those who have never had any contact with State institutions. 
There is bound to be a certain amount of institutional discipline 
maintained by ex-employees which is not conducive to a normal life 
for children. 

In locating these homes, we at first applied to the health physi- 
cian of the town, to the local priest for Catholic homes, and to the 
village and county nurses and welfare officers, but after the move- 
ment was well started we received more applications directly than 
we have been able to use. However, when these applications come 
in, our social worker visits the home and makes a careful analysis 
of the place which is kept on file. Our most successful home for 
children is one in which the boarding mother has two children of 
school age of her own. 

For homes for adults in our community center, which will be 
discussed later, we prefer homes on small farms or where the fam- 
ilies raise a large share of their own produce. 

Taking up the next group, Family Care—Community, we looked 
for a small village back in the country away from the railroads and 
main routes, in a strictly rural community, and settled upon the 
Village of Walworth which is a town of about 300 inhabitants. It 
was our plan not to place more than two cases in each family, and 
on January 9, 1933, two women, one 49 years, and the other 50 
years, with I. Q.s of 57 and 55, respectively, were placed in one 
home, and at the same time in another home we placed two more 
women, aged 47 and 63. 

We have continued to use homes in this community, and now 
have 14 homes, each with 2 cases with the exception of 2, where we 
have placed 4 cases in each, and now have 32 under this type of 
care, which includes 2 psychotic cases from the Binghamton State 
Hospital. These cases range in age from 37 to 69 years of age, 
with an average of 51.4 years. 
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This, of course, is a much older age group than the one previ- 
ously discussed, and in addition, they had spent a great many 
years in the institution and the majority of them were thoroughly 
institutionalized. The length of residence in the institution varied 
from 1 year 10 months to 40 years 7 months with an average of 
20.5 years. It would seem that no one could hardly escape becom- 
ing institutionalized after residing in such environment for 20 
years, and one would hardly expect such persons to readily take 
up the thread of a normal existence, and show an adequate reac- 
tion to their environment. However, we were surprised to note a 
decided change in the majority of these individuals. 

In the first family, the two inmates quickly joined the family 
circle, one of them frequently playing the piano for the family to 
sing in the evening. They go out to social events in the village and 
are very happy. They keep their rooms neat and clean, help the 
family with the house work and seem to take as much interest in it 
as though it were their own home. They have become more alert 
and active, and we have been impressed by the humanizing effect 
of this manner of treatment. We have noticed how readily they 
have made themselves one of the family in all of the homes. We 
have never seen any attitude of attendant toward patient as seen 
in an institution. The majority of these cases have been useless as 
workers in the institution where they spent their days sitting about 
and perhaps doing a little dusting or scrubbing, but here there has 
been a rapid awakening. They have taken pride in keeping the 
home immaculate, have not been urged to work, but are made to 
feel that they are one of the family and they take hold of the work 
in that spirit. In fact, some of them have become so proficient that 
they were removed from the home and placed in the third group 
mentioned, where they are employed in the home, receiving 50 
cents a week and their board, and, of course, at no expense to the 
State. 

It would take too long to enumerate the many instances in the 
lives of these women which indicate a definite improvement in 
their mental state, as well as a happier outlook upon life. The 
same improvement has been shown in the two Binghamton State 
Hospital cases which we have with the others, with the exception 
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that one of them when first brought to the colony was more or less 
disturbed, saying that she should not be a burden on the boarding 
mother; that she should get out to work and support herself. She 
became rather insistent upon this point, and it was thought at one 
time it would be necessary to return her, but when she found that 
this was contemplated, her attitude changed, and she has been get- 
ting along very nicely. 

In the early part of the year, we decided to establish a commun- 
ity center in this village where all of the patients might come to- 
gether, and, accordingly, a large, warm room was provided in the 
first home, and the boarding mother has been made an employee 
of the school. She furnishes the room, also acts in the capacity of 
nurse, looking after the feet, hair, and weight, ete., of all the cases 
in the community. Here, they are provided with books, magazines, 
pictures, games, and a radio. Our occupational therapy director 
visits this room occasionally, and provides suitable forms of occu- 
pation which fills a long-felt want, as many patients have com- 
plained of so much idle time, something which never seemed to 
interest them while in the school. 

At first, the residents of the village did not seem quite sure that 
they would like to have our girls placed there, but since the move- 
ment has started we have had more applications for homes than 
we can fill because of lack of funds. 

The third type, the individual family homes, approach more 
closely the type of paroles for employment which we have had in 
operation for a number of years. For some time, we have been 
in the habit of paroling girls for domestic service where they re- 
ceive from $12 to $16 per month and their board. During the de- 
pression, a great many of these employers who had given our girls 
excellent supervision were unable to keep them any longer at the 
regular rate but were willing to take an inmate who was able to do 
enough work to pay for their board or perhaps a little more. These 
cases receive 50 cents weekly, and, of course, are no expense to the 
State. 

The economic aspect of this type of care does not come within 
the scope of this paper, but if it is carried on to the extent to which 
it can be developed, it would probably be necessary to have an ap- 
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propriation from the legislature. We have paid $4 per week each 
for our cases in the first two groups, and nothing for the third 
group. This money has been obtained from various funds which 
cannot be counted upon indefinitely in the future. 

In conclusion, I believe we can safely say that our patients up to 
15 years of age and from 50 years and upwards have shown marked 
improvement in their mental condition besides living a more nor- 
mal, happy life. 

But there is still a large class between the ages of 15 and 50 
which perhaps make up the bulk of the State hospital patients, as 
well as those of the State school. We have every reason to believe 
that this class could be equally benefited by colonization. If a com- 
munity of this kind could be provided, might it not be possible to 
send a great many of the early and acutely psychotie cases directly 
to a neighborhood of this kind? They often come from an environ- 
ment which has aggravated their condition, and it would seem that 
a great many of them might be placed directly in sympaethetie sur- 
roundings under the intelligent care of picked and competent 
boarding mothers. If, as we believe we have demonstrated, the 
children and the more or less chronie cases of both schools and 
hospitals are definitely benefited, the next logical step forward 
would be to provide such care for a great many of the early psy- 
chotie cases. 
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RETROSPECTIVE EVALUATION OF THERAPY“ 


BY HARRY A. STECKEL, M. D., 
DIRECTOR OF THE SYRACUSE PSYCHOPATHIC HOSPITAL 


Psychiatrie literature is replete with discussions of the value of 
certain forms or methods of treatment of the mentally disordered, 
but one gets the impression that results as a rule are interpreted 
by the physician rather than by the patient. As we are dealing, 
especially in the constitutional psychiatric disorders, largely with 
a psychological or perhaps one might better say an emotional prob- 
lem rather than an organic situation, it would seem to me an analy- 
sis by the patient of the reaction during and results of the treat- 
ment should prove much more enlightening than a study which 
records only the physician’s interpretation. 

My interest in the method of approach, which was utilized in 
this study, was stimulated and suggested by several books recently 
published containing retrospective accounts of hospital treatment 
experienced by certain recovered patients. I refer especially to 
‘*Reluctantly Told,’’ by Kate Hillyer, ‘‘The Recovery of Myself,’’ 
by Marian King, ‘‘ Behind the Doors of Delusion,’’ by ‘‘An Inmate 
of Ward 8”’ and ‘*The Experiences of An Asylum Patient,’’ by 
Rachael Grant-Smith, not forgetting that monumental work of 
Clifford W. Beers, ‘*‘The Mind That Found Itself.’’ 

I think we are inclined in our feeling of helplessness in the man- 
agement of the mentally disordered to grasp at almost any straw 
within our reach and to utilize our various forms of treatment in 
an empirical or, might I be permitted to say, in a ‘‘gunshot’’ man- 
ner with the hope that one method or another will bring about re- 
covery. In our earnest and ambitious efforts we fail to give due 
weight to our patient’s reactions to what often proves a rather 
strenuous program. 

The title of this paper might well be ‘‘Seeing Ourselves as 
Others See Us’’ and is not presented as a highly scientific interpre- 
tation of methods used and results obtained but is primarily a 
record of the impressions of our treatment expressed by those who 
have experienced it. 


*Presented at the Interhospital Conference for up-State hospitals held May 4-5, 1934, at the 
Utica State Hospital, Utica, N. Y. 
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We attempted to produce as nearly a uniform stimulus as possi- 
ble by utilizing a questionnaire, responses being recorded in the 
patient’s own words and all information was obtained by inter- 
views with the patient, so that the responses are more spontaneous 
and, we feel, more accurate than had the questionnaire been an- 
swered in writing. 

It naturally becomes difficult to tabulate the responses as they 
vary in so many respects, but we shall attempt to score the answers 
only by showing them as being favorable, neutral or unfavorable; 
positive, neutral or negative, and then after pooling the results 
try to draw some conclusions as to the value of the various thera- 
peutic elements at work only from the interpretation of the pa- 
tient, of course. Some general conclusions will likewise be drawn 
from replies to questions designed to bring out why and how vari- 
ous forms of treatment prove helpful or otherwise. 

In this communication only recovered cases diagnosed as manic- 
depressive psychoses are considered. Although a comparatively 
small number are reported, we have found the results sufficiently 
useful and stimulating to warrant further observation along sim- 
ilar lines with additional cases of this as well as other types of 
constitutional psychoses. 

Forty-four patients were interviewed but it was found that only 
34 of them had completely recovered, so that the results here pro- 
duced are taken from the responses of these 34 cases whose replies, 
therefore, could be considered satisfactory. Twenty-three ques- 
tions were formulated and to get as nearly uniform results as pos- 
sible, exactly the same form of question was used in each case. 

The first question was a general one used chiefly to open up the 
interview and was as follows: 

Question 1: What is your feeling about your experience at the 
hospital? Twenty-three of the replies were scored favorable. 8 
as neutral, and 3 as unfavorable. 

The next question was merely a test of insight and has no special 
bearing on the total study, but is no doubt evidence of the degree 
of recovery found and it is included for this purpose only. 

Question 2: Do you feel you needed that kind of treatment? 
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Apparently insight was completely present in 20 cases, was neutral 
in 9 cases, and absent in 5 cases. 

Question 3 we felt might be helpful to give us some idea as to 
how soon after hospitalization the patient began to show evidence 
of adjustment to the hospital. If, as is often said, early hospitali- 
zation is advantageous and early improvement occurs and at a time 
before intensive treatinent has been established, it seems to us we 
would in this way secure definite indication as to the value of hos- 
pitalization as a form of treatment in psychoses. Early improve- 
ment was interpreted in those cases in which the patient felt he 
was improving within two weeks after hospitalization; late im- 
provement after that time, and of course we recorded those cases 
as uncertain who could not fix a definite time when improvement 
began. It was found that in the 34 cases recorded, improvement 
occurred early in 16 instances, late in 14 instances, and 4 cases 
were uncertain as to Just when improvement began. 

Question 4 was asked to get the patient’s spontaneous expression 
without suggestion of what he or she felt stood out in the therapy 
program as most helpful. The replies to this question were so 
varied that again it is difficult to tabulate, but the following results 
were obtained: Rest 9, hydrotherapy 3, general 4, occupational 
therapy 2, talks with physicians 2, uncertain 6, and 8 were scattered 
as follows: prayer, regularity of life, prospect of going home, atti- 
tude of nurses, attitude of other patients, physical improvement, 
tonic and recreation. 

The remaining questions were more definitely of a leading type, 
aimed to bring out the attitude of the patient toward certain rec- 
ognized forms of therapy. 

Question 5: Do you feel that being away from your usual sur- 
roundings in the hospital environment influenced your recovery? 
Of the answers to this question 23 were definitely positive, 5 uncer- 
tain, and 6 negative. 

Question 6: How did the attitude of the nurses help you? 
Twenty-nine replies were positive, 3 uncertain, and 2 negative. 

Question 7: Which one helped you most? Fourteen patients 
had either no choice or selected three or more nurses who had in- 
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fluenced them favorably; 18 of them named a special nurse or two 
who made unusually good contacts with the patients while 2 were 
unable to answer this question. 

Question 8: What did they say or do that helped you? The 
replies could not of course be tabulated and was not sufficiently 
significant to warrant any comment on these replies, 

Question 9: How did the attitude of the physicians affect you? 
The replies likewise cannot be tabulated. The outstanding reac- 
tion, however, which we got is that not enough time is allowed phy- 
sicians for individual, confidential conferences with the patients. 

Question 10: Which one helped you most? This question 
brought nothing striking with the exception perhaps of a recogni- 
tion on the part of the patient of a willingness to talk confidentially 
with the older and more experienced members of the staff rather 
than with the inexperienced and younger men such as the resident 
physicians and internes who remain with us, of course, for only a 
very short period of time and cannot therefore be expected to make 
a satisfactory rapport with the patients. 

Question 11: In what way? The responses cannot be tabulated 
but we feel it is worth while to quote some of the replies, some of 
which were as follows: ‘‘By being cheerful and saying encourag- 
ing things even though trivial like ‘What a pretty bed jacket’ or 
‘How nice you look.’ Personal things like that;’’ ‘‘by their supe- 
rior character, by their cleancut appearance and their cheerful out- 
look;’’ ‘*I found it helpful to tell my trouble to Dr. Brew because 
she is a woman and can understand.’’? This would seem to indicate 
that some patients are likely to make a better rapport with a 
woman physician than with aman. The last reply quoted, I think, 
is quite significant—‘* Dr. G. would sit down and talk for an hour 

. that gave me a lot of satisfaction and benefit,’’ and finally 
‘*vou gave me the proper mental attitude toward all of my difficul- 
ties so that I feel your advice was very helpful.’’ 

Question 12: What is your opinion of the hydrotherapeutic 
treatment? Nine patients responded ‘had none,’ 13 described a 
positive beneficial result, 5 were indifferent in their replies, 3 un- 
favorable, and 4 made no answer. We gather from this that the 
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hydro treatment did not make as much impression on the patients 
as we ordinarily expect. A few of the replies, I think, are worth 
quoting as follows: ‘‘They were fine, stimulating and invigorat- 
ing;’’ ‘‘the hydros were fine . . . | wish I were in a position to take 
them now;’’ ‘*Fine, they pep you up, make you feel good, I en- 
joyed them;’’ ‘‘I think it was wonderful, much better than the con- 
tinuous baths, a splendid influence and diversion . . . you have 
confidence that it is doing good, that something definite is being 
done for you.’’ 

Question 13: ‘*Were the medicinal sedatives or the medicines 
you took to make you sleep beneficial?’’ seemed to elicit no signifi- 
cant or helpful replies. 

In view of the fact that most of the patients in the hospital seem 
to feel or think that nothing is being done for them unless they are 
receiving some sort of medication, we at this institution give rou- 
tinely unless contra-indicated, elixir of iron, quinine and strych- 
nine, which is ordinarily referred to by the patients as ‘a green 
medicine.’ In order to see what their reaction to this medication 
was, the following question was asked. Question 14: ‘*What did 
the green medicine you took before meals do for you?’’ Twenty- 
six patients felt very definitely that it helped them, 2 failed to re- 
member having taken the medicine, and 6 did not receive it accord- 
ing to their recollection. Most of the 26 positive answers indicated 
that the patient recognized this medicine as a tonic and the major- 
ity of them felt their appetite was very much improved thereby. 

The fifteenth question had to do with occupational therapy and 
was formulated in the following way in order that the patients 
might understand exactly what we mean. 

Question 15: ‘*Were you interested in the handiwork or the 
shop work?’’ Fourteen replied positively, 11 negatively, and 8 
were neutral in their attitude toward occupational therapy. This, 
to us, was rather a surprising result as we have always felt 
that occupational therapy was indeed a very important part 
of our treatment. The character of the replies, particularly 
from those who were negative or neutral, would seem _ to 
indicate to us that more effort should be made to find the 
patient’s aptitudes, special aversions to different types of 
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work, et cetera. There should be, we believe, a greater variety of 
work in order to fit the various patients needs. We recognize that 
at this institution where the occupational therapy rooms are small, 
it is difficult to have a great variety of projects under way. We 
hope this condition may be improved some time in the future if 
and when an addition to our building is completed. As we have 
intimated before, we were rather surprised at the results of this 
question in view of the emphasis we ourselves put upon it, but it 
is quite possible that patients do not fully realize or recognize the 
true value of occupational therapy, even if they are not particularly 
interested in the project worked on by them. The choices made by 
the patient of any special type of work in reply to Question 16 are 
rather hard to tabulate, but it is significant that 8 women were most 
interested in sewing, 3 women and 1 man in rug making, 3 men 
and 1 woman made no choice, the remaining being scattered. Print- 
ing, painting, leather work and basket work were all mentioned. 

Question 17: Do you now have a better understanding of your- 
self and the problems you have to meet? elicited 30 positive replies, 
and 4 negative. Our impression is that few patients had a satis- 
factory understanding of this question as the replies really did not 
bring out what was intended. Probably this was our own fault in 
that we did not emphasize explicitly to the patients before leaving 
the hospital our analysis of their deep seated problems. It would 
seem to us our work might be much improved along these lines. 

Question 18: Have any of your problems been relieved, removed 
or changed? This question was designed to determine whether any 
of the irritating factors in the environment had been cleared up to 
any extent. There were 24 positive replies and 10 negative, the 
positive replies being so interpreted if the problems were either 
relieved, removed or changed. It was rather difficult to tabulate 
these replies because in some cases the problems remained but a 
changed mental attitude on the part of the patient toward the prob- 
lem naturally reduced the irritating influence thereof. It is sig- 
nificant that some are remaining adjusted in spite of the persist- 
ence of their problems. 

Question 19: Can you solve your problems as they arise or do 
you talk them over with someone? The purpose of this query was 


a 
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to see if the patient had learned to think out his difficulty or had 
learned the value of mental catharsis or general discussion. The 
question should have been differently formulated so for purposes 
of analyzing results, we are considering it as consisting of two 
definite parts—A and B. We have recorded as ‘unascertained’ 
when patients fail to really comprehend the true import of the 
question. To the first portion of the question 11 positive replies 
were made, 12 negative, and 2 unascertained, while to the second 
half of the question 8 positive, 13 negative, and 2 uncertain replies 
were secured. A few of the patients answering positively to the 
first part of the question and negatively to the second, or positive 
to both, so that the figures do not accurately balance. 

Question 20: Did you feel relieved after the long talks with the 
physician? To this question we obtained 24 positive replies, 3 neg- 
ative, and 7 either had no long talk or the talks were not considered 
by the patient sufficiently long. This, we feel, is rather significant 
and is again an evidence that what we have previously pointed out 
that we do not seem to have sufficient time to afford patients con- 
fidential interviews during their stay in the hospital. We are won- 
dering whether in an institution of this kind less emphasis were 
put on routine examinations allowing more time for confidential 
interviews, more satisfactory results might be obtained by empha- 
sizing these interviews and spending less time and effort on the 
so-called routine mental examinations, subsequent notes, et cetera. 

Question 21: What effect did other patients have on you? was 
propounded because so often we hear patients, especially those who 
lack insight, make a statement such as the following: ‘‘If I stay 
here with these insane people very long, I’ll be insane myself.’’ 
The results of this question, we feel, are rather interesting as well 
as enlightening. Nine patients felt that being with the other pa- 
tients was really helpful, 16 were neutral so far as their reaction to 
other patients was concerned, and 9 complained of a definite, de- 
structive influence on them. A few of the replies, we feel, are suf- 
ficiently interesting to quote them at this time. ‘‘I learned much 
from them by observation and in talking to them. I liked to talk 
with them and get their reactions.’’ Another patient said in sub- 
stance that she liked being with the other patients, felt they had a 
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wholesome effect on her; some of them were in much worse condi- 
tion than she was and it gave her cause for thought as to the con- 
sequences to herself if she did not ‘‘brace up;’’ they would tell her 
their troubles and say ‘‘what would you do”’ and in an attempt to 
help them, she seemed to get an impersonal perspective of her own 
situation. Still another reply is interesting, ‘‘Very little. There 
were a lot of real sweet people. I had the idea I was going insane 
but when I saw people who really were insane I knew I wasn’t.”’ 
A few of the replies suggesting a destructive influence of the other 
patients on them are also quoted as it seems they are of sufficient 
significance and importance to record in this paper: ‘‘ Most of the 
time I was seared stiff upstairs . . . it was better downstairs.”’ 
Upstairs, of course, referred to the disturbed ward while down- 
stairs to the convalescent ward. ‘‘It was very depressing.’’ ‘*Some 
appeared all right and others are depressing.’’ ‘‘One made me 


nervous . . . I got upset and cried about dropping something at 
the table . . . she made a big fuss about it. None of the others 


bothered me at all.’’ ‘‘Naturally some few were pleasant j but 
others not so good, especially when they were threatening and 
would attack you. . . also, at the table when they would show bad 
table manners, it was rather disgusting to me. I know you make 
every effort possible to segregate and classify the patients in ac- 
cordance with their symptoms but in a small institution of this 
kind it is not always possible to overcome that. However, I may 
say that congenial patients were all right and I did not mind asso- 
ciating with them.’’ The influence of suggestion upon these replies 
is brought out rather strikingly by the next question. 

Question 22: Was it helpful or otherwise? elicited 26 replies pos- 
itively, 6 otherwise, and 1 neutral. It would appear that those who 
answered Question 21 under the influence of suggestion shifted to 
the helpful column and those who were recorded previously as de- 
structive or neutral went into the column of otherwise or neutral. 
This to us would indicate that in a study of this kind one must be 
very careful not to allow the element of suggestion to influence the 
type of response, 

We had hoped to get as replies to the final question some helpful 
suggestions as to how we might from the standpoint of the patient 
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improve the general organization and routine procedure of the 
hospital. 

Question 23: What suggestions have you to make in the 
way of improving hospital routine and procedure? Replies to this 
question were so varied that it was impossible to tabulate satisfac- 
torily these replies. They are, however, interesting. Nineteen pa- 
tients voiced complete approval and had no suggestions to offer for 
further improvement; two suggested more facilities for classifica- 
tion; the remaining replies in substance suggested the following: 
more work on an individual basis, less emphasis on the group. . . 
(this reply from a teacher) ; more personal contact with physicians ; 
some one always present to talk to other than the nurses as they 
are too busy with their general duty; more parties; more religious 
work; more thorough physical examination (by one who later had 
a thyroid operation and who ascribed all of her mental trouble and 
unusual behavior to a thyroid condition) ; more time for meals . 
make it an event; more outdoor recreation and perhaps also more 
facilities for enjoying recreation such as pool, billard tables, et 
cetera; more pictures; more reading matter and perhaps a daily 
paper on the ward; children and adults should be separated; give 
the patients something to do, keep busy; the turning of the keys in 
the locks causes considerable noise and was quite annoying to one 
of the patients. 

Conclusions: Frankly, we are rather disappointed with the gen- 
eral results of the study. We realize the number of cases presented 
is too small to draw any valuable conclusions and we may, if the 
opportunity presents itself, amplify it in the future. We are struck 
by the fact, however, that after all from the standpoint of the pa- 
tients much of our effort leaves little real impression on the patient, 
at least so far as recognizing hospital activities as of therapeutic 
value or significance. 

The fact that nine patients considered rest—and we presume this 
means relief from extraneous irritations of their previous environ- 
ment as compared with the sheltered atmosphere of the hospital— 
the most important part of their treatment, only four mentioning 
the general routine, with hydrotherapy and occupational therapy 
trailing a poor third and fourth with three and two respectively, 
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makes us pause to consider whether we might better be more mas- 
terfully inactive and give nature an opportunity to effect a cure 
rather than to expend so much energy in an attempt to make the 
patient feel something is constantly being done for him. 

The need for more opportunity for intimate, confidential and 
lengthy interviews with the medical personnel is, I think, also indi- 
cated by the study. It would seem to me some effort along these 
lines should be attempted, particularly early in the psychosis. 

The need for improvement of occupational therapeutic proced- 
ures with emphasis on variety of projects, more opportunity for 
personal choice, with closer check upon the reaction of the patient 
to the type of work offered, is very definitely indicated. 

Many of the suggestions for improvement made by the patients 
were helpful and could be followed out with no great expense. We 
wonder if it might not be a real education to us if we routinely 
made it possible for our patients to record their impressions of our 
work so we might constantly have before us that most valuable 
aid to any line of endeavor, namely, ‘‘to see ourselves as others 
see us.”’ 

Personally, I have found this study interesting, helpful and stim- 
ulating and if it results in similar and more extensive studies else- 
where, I shall consider my time well spent and my efforts satisfac- 
torily rewarded. 


TREATMENT OF PROBLEMS OF NUTRITION IN MENTAL CASES* 


BY CECIL L. WITTSON, M. D., 
ASSISTANT PHYSICIAN, CENTRAL ISLIP STATE HOSPITAL, CENTRAL ISLIP, N. Y. 


The purpose of this paper is to point out some of the problems 
of nutrition which occur in the treatment of the psychotic. In con- 
sidering the subject of treatment of the functional psychoses we 
come at once to the realization that we are treating not alone func- 
tional psychoses, but people who are victims of functional psycho- 
ses, and that maintenance of good physical condition in these peo- 
ple is in itself a serious problem. Patients exhibiting types of 
mental reactions which are generally considered recoverable often 
develop by refusal to eat, or through increased demand for energy 
intake, a degree of physical reduction which endangers life, or even 
results in loss of life. The less favorable types of functional psy- 
choses may similarly require supportive treatment before other 
measures can be applied. 

It would seem to be well within the scope of this paper to begin 
with a brief review of the essentials of the diet for the average 
adult with no pathological problems requiring special dietary ad- 
justment. The caloric requirements should be considered first. 
There is still considerable diversity of opinion as to the basic cal- 
orice needs of the normal individual. The British Minister of 
Health’ in 1933 appointed a committee of physiologists, dieticians 
and physicians to study this problem. Their report states that the 
average adult doing moderate work requires a minimum of 3,000 
calories a day. The basic metabolic rate is altered in many ways 
which are familiar to you, and too numerous to mention here. It 
is of interest to note that a recent study of the Benedicts,? in the 
Boston Nutrition Laboratory of the Carnegie Institution of Wash- 
ington, enables us to reach the conclusion that mental effort per se 
is without significant influence on energy metabolism. 

The distribution of calories in the daily food intake is important. 
Proteins should always form an essential part of any diet. Sher- 
man* has estimated the minimum protein need of the healthy adult 
at approximately 0.6 gram per kilogram of body weight. In other 


*Presented before the Interhospital Conference for down-State hospitals held April 20-21, 1934, 
at the Psychiatric Institute and Hospital, New York City. 
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words, about 15 per cent of the calories should be derived from 
the proteins. The remainder of the calories can be obtained from 
55 to 60 per cent carbohydrates, and 25 to 30 per cent fats. The 
mineral constituents of a diet are important to the maintenance of 
normal body economy. The functions formed by these inorganic 
constituents are many, and so varied that a detailed description 
would lead too far into the field of biological chemistry to be prac- 
tical to the scope of this paper. 

No constituent of food is more essential to the vital processes of 
life than the so-called vitamin factors. Vitamin A is frequently 
characterized as anti-infectious. This may be questionable, but 
it is generally considered that vitamin A is necessary for the main- 
tenance of a satisfactory state of nutrition and vigor. For this 
reason vitamin A can be considered as a prophylactic agent, since 
lowered vitality is conducive to the development of infection. 
Recently it has been shown that we should include in the syndrome 
of A-avitaminosis the occurrence of various dermatoses,‘ including 
dryness of skin, itching, folliculitis and acniform eruptions. The 
role of vitamin A in the prevention of xeropthalmia and hermera- 
lopia’ is well established. 

Vitamin B is at present proving a complicated subject for in- 
vestigation. A short time back it was considered to be a single 
food factor. It has recently been proven to be formed by various 
factors. We are all familiar with two of these factors, vitamin B, 
the anti-neuritic factor, and vitamin B, the anti-pellagric factor. 
Besides these well marked deficiency diseases, less well-defined 
syndromes result from an insufficiency of this vitamin. Recent in- 
vestigation shows that B-avitaminosis® results in loss of weight, 
loss of appetite, restlessness, subnormal temperature and retarded 
growth. 

Vitamin C is the essential substance that protects against scurvy. 
It is of interest to note that this is the only vitamin of which the 
chemical structure has been established. 

Vitamin D is recognized as the essential factor in the prevention 
and cure of rickets. It is also important to the maintenance of 
normal calcium metabolism. 

We are all familiar with the florid types of nutritional syndromes 
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that result from an inadequate supply of the various vitamins. 
However, individuals are often the victims of less than optimum 
intake of these dietary components, and as a result suffer from a 
latent and often insidious form of avitaminosis. The Journal of 
the American Medical Association in the course of the past several 
months had contained numerous editorials directing attention to 
this fact, and in the Journal of March 10, 1934, we find this para- 
graph occurring in an editorial: ‘*‘ Accordingly physicians, have for 
the most part, remained somewhat indifferent to the problems of 
avitaminosis, except when these have been presented in an unmis- 
takable, out-spoken manifestation. McLester has well remarked, 
however, that the interest which vitamins hold for the physician 
is not alone in their relation to certain well-defined diseases, such 
as scurvy, beriberi and rickets, but rather in the fact that chronic 
vitamin deficiency produces numerous vague, borderline states of 
ill health, which often puzzle the physician and disable the patient. 
These last are of far greater importance to the physician today 
than the more clearly defined deficiency diseases. ’’ 

The possible interrelation of vitamins and hormones is a subject 
which is receiving considerable attention at the present time. 
Aberle’ of the Yale University School of Medicine has been able to 
establish definitely the interrelations of vitamin A to a gonatropie 
hormone. She showed that avitaminosis of vitamin A ean prevent 
the characteristic action of this hormone. The possible interrela- 
tion of other vitamins to other hormones creates an interesting 
subject for us to speculate upon. It may prove to be of more than 
passing interest in our special field. 

For the most part, normal people in normal environment natur- 
ally employ a diet which is adequate for their needs. Abnormal 
people frequently eat peculiarly, and not enough. It has often 
been observed that eccentric eaters in good circumstances develop 
deficiency diseases, notably pellagra. In institutions deficiency of 
diet may be due to several factors besides those that are respon- 
sible in ordinary groups. We are all familiar with the oddities of 
our patients in the selection of food, and the failure of many to eat 
enough. The demand for the consumption of food is frequently 
altered or increased by the patient’s reaction to his mental disease. 
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These patients frequently demand special dietary attention, which 
is not always offered in institutions. 
In the intramural psychotie the requirements to be met are: 

a) Maintenance of general health and vigor. 

b) Maintenance of weight. 

c) Prevention of disease, such as scurvy, beriberi, pellagra, secondary 

anemia, furunculosis and the various manifestations of avitam- 
1nosis. 


d) Prevention of exhaustion. 


Our work has been for the most part, with the several types of 
cases according to their behavior and reactions, regardless of their 
psychiatric classification. We have given attention to the dietetic 
needs of ward groups, as well as special groups and individual 
cases. We have sought to improve the ward diet for the average 
patient. We have provided special diets in order to meet special 
feeding problems. We have devised a balanced tube-feeding for- 
mula and a diet for overactive patients. 

The writer, while doing check-up physical examinations of a 
group of 500 patients on a continued treatment ward, found that 
a large number of these patients were malnourished, and in this 
group 30 were found subject to nutritional anemia. There were 
some 15 cases of furunculosis and aeniform lesions. A rather su- 
perficial survey of patients in various wards of the hospital con- 
vineed the writer of the necessity of improving the ward diets. We 
have succeeded in bringing about a marked improvement in meals 
served throughout the institution. The patients now receive meals 
which are well balanced, properly prepared and are served in an 
appetizing manner. The cafeteria system has been established on 
most of the wards. The advantages of this method of service are 
manifold. We find that most patients can be served by the cafe- 
teria method. It is surprising to watch a disturbed, or deterior- 
ated patient, adapt himself to this system. Careful supervision in 
the planning by menu by the dietician, Miss Ruth Porteus, has 
avoided considerable waste with the result that superior meals are 
now being served to the patients at no increase in cost. 

We keep accurate weight records of the patients. We weigh all 
patients on admission, and thereafter at regular intervals. These 
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records have proven of special value in many ways. Often a pa- 
tient is apparently eating sufficiently, but his weight will show a 
loss. Patients showing a loss of weight are carefully observed 
and examined in order to determine the possible cause. Occasion- 
ally physical diseases which have been overlooked are detected. 
The patients who continue to lose weight are transferred to a floor 
where special attention and special diet can be provided. On the 
male admission service, out of a total of 250 patients, we usually 
have some 20 to 30 receiving special trays. The meals that these 
patients get are not only well balanced, but special effort is made 
to make them appetizing. 

A partial analysis of the weight records of the patients on the 
male admission service reflects the improvement which has been 
brought about. A comparison of the weight charts during the past 
two months, and the weight charts of the two months prior to the 
change of diet, shows first, that previous to improvement of the 
ward diets, the average patient gained such a slight amount as to 
be negligible. Our records reveal that the entire group of patients 
admitted to the male admission service during the past two months, 
have gained on an average of 234 pounds per patient during the 
first two weeks of hospitalization. The manics, now present on the 
male admission service, show a consistent loss of weight. How- 
ever, the excited patients on the female admission service, who have 
received a special diet, described below, show a gain in weight. 
The average manic on the male admission service loses 31/3 
pounds during the first two weeks of his hospitalization. The aleo- 
holie group consistently gain weight. The average alcoholic gains 
414, pounds during his first two weeks in the hospital. The schizo- 
phrenic group contains a large number of insufficient eaters. We 
have been only partially successful in combating the tendency of 
this group to lose weight. It is of interest to note that the hebe- 
phrenic type, between the age of 20 and 30 years, loses less weight 
than the paranoid type between the same ages. 

On the female admission service we have been making a special 
attempt to solve the dietary needs of the overactive patient. In 
treating these patients we have made no distinction between their 
various psychiatric classifications. The overactive type of patient 
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presents a serious problem. We note that they almost consistently 
lose weight. We are all too familiar with the high per cent of the 
exhaustive deaths in this group. Derby*® found at Brooklyn State 
Hospital that 40 per cent of the deaths of the manic-depressive 
patients appear clinically to be due to exhaustion and excitement. 
He also found an equally high percentage of deaths in this group 
were due to pulmonary infection. It is a commonplace observation 
that the overactive, excited patient is prone to the development of 
all sorts of secondary infections. We felt that much could be done 
in a prophylactic way through dietary means towards the preven- 
tion of the occurrence of these conditions in the overactive. The 
female admission service offers an excellent field for such work, 
since on that service there is always a large group of agitated, 
overactive, excited women. These patients fall into two classes for 
our purpose, those who eat, and those who have to be tube-fed. 

I will discuss first the work done with the overactive patient 
who is voluntarily eating. We were first of the opinion that a 
high protein diet might be indicated. Routine blood chemistry 
examinations of a group of very disturbed patients did not demon- 
strate any special need for increased protein consumption. How- 
ever, the average blood sugar of this group was low, the average 
for the group being 66 mgm. We found that a group of quiet pa- 
tients, who had received the same diet, had an average blood sugar 
of 88 mgm. We realize that our work in this respect has been with 
too few patients to permit any very definite conclusions; however, 
we felt that since the trend in this series was toward a low blood 
sugar, we would be justified in presuming that the overactivity of 
these patients creates a need for additional carbohydrate intake. 
We are now making blood sugar determinations on a much larger 
group to ascertain more accurately the trend. <A high protein diet 
would be expensive and require very special preparation, whereas, 
a high carbohydrate diet is inexpensive and readily obtainable in 
the institution. The high specific dynamic action of proteins might 
well be considered as a contraindication against the use of a high 
protein diet. Therefore, we felt justified in trying the high earho- 
hydrate diet. The diet used was made from the ordinary house 
diet by the addition of concentrated carbohydrates. 
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We first put the group on a diet yielding 3,000 calories per day. 
They continued to lose weight. The caloric value of the diet was 
increased at intervals. It was found by this method that the aver- 
age disturbed female patient requires a minimum of 4,800 calories 
per day to maintain body weight. 

The diet has been given to the group for two months. Their 
blood sugars have increased slightly, but still remain in the normal 
limits. The average blood sugar after two weeks was 80.5 mgm. 
The apparent effect of the diet has been quite gratifying. We 
chose a group of patients in which cases of exhaustion would be 
inevitable in the ordinary course of events. However, none of 
these patients has shown any evidence of exhaustion. The entire 
group has shown an increase in weight with the maintenance of a 
well-nourished appearance. This is in direct contrast to the con- 
dition of other overactive patients on the service. 

On our wards there are always a large group of patients being 
tube-fed. Some of these patients are fed for a comparatively long 
period of time. The food intake of these patients is completly in 
the hands of the physician. Therefore, the dietetic needs of the 
patients should be adequately provided for by the physician. An 
investigation showed that tube-feeding formulas used in the vari- 
ous wards of the hospital varied considerably. The best formula 
found in use consisted of the following: 
oz. sugar 
cup gruel 
eggs 
pint milk 
1% cup tomato juice 

pinch of salt 


mi to Se 


This feeding was given twice a day, and it provided a total of 
about 1,200 calories. It was obvious that this diet was quite inade- 
quate in many respects. 

It has been the observation of the writer that the tube-fed pa- 
tients suffered from a severe spastic type of constipation. It was 
apparent that the above formula lacked sufficient bulk. The first 
change was to add granulated agar-agar. Two ounces of this sub- 
stance was added slowly into the funnel as the feeding was being 
poured. This slightly diminished the necessity of laxatives. 
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The writer realized the obvious inadequacy of the existing for- 
mulas. We first thought of adding various proprietary food prep- 
arations in order to build up a balanced diet. The wholesale price 
of these various preparations was obtained and it was found that 
their cost would prohibit their use. 

The first step in trying to develop a balanced diet was the addi- 
tion of oyster puree to the above formula. The oyster puree was 
selected because it provided concentrated protein, vitamins, organic 
iron and copper. It was thought that this would help to offset nu- 
tritional anemia. The oyster preparation was used for a short 
time with fairly satisfactory results. However, it was found that 
the odor of the oyster preparation was quite obnoxious to many of 
the patients. It now became my object to prepare, if possible, a 
thoroughly adequate and balanced liquid diet. 

The writer decided that the ideal diet would be one which most 
closely approached the normal diet, that is, it should be a well- 
balanced diet providing proper proportions of fats, proteins, car- 
bohydrates and minerals, the essential vitamins, and an adequate 
amount of water. 

It must be obvious, that before such a diet could be developed, 
both practical and scientific problems had to be solved. The diet 
must be in a liquid form which could readily pass through a tube. 
The bulk must be kept within the limits of the human stomach, and 
the formula should contain: 


1) Sufficient calories. 
2) Be within the limit of the normal ketogenic and anti-ketogenic range. 
3) Provide all essential minerals, balanced distribution of the various 
nutrients, and an adequate supply of vitamins. 
Avoid monotony of ingredients. 


5) Be digestible and palatable. 


It was planned that food most available in the institution should 
be used. There was no known method of preparing meats so that 
the unaltered constituents could be passed through the tube. Many 
attempts were made to prepare beef in various ways. It was 
finally found that by first grinding the meat and adding a small 
amount of water it could be mashed through a sieve. The fluid 
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and the meat fibers thus obtained were added to the milk. It was 
found that the meat fibers stuck together and clogged the tube. 
Further experiment proved that by grinding the meat and then 
cooking it over a low temperature for a few minutes it could be 
reduced by pureeing to the consistency of a powder. We found 
that all vegetables and fruits could be readily pureed. It was de- 
cided first to prepare a diet for the average tube-fed patient. We 
then sought to arrange a formula which would give a balanced 
amount of fats, proteins, carbohydrates and yield around 3,000 
calories. The division used was 15 per cent proteins, 30 per cent 
fats and 55 per cent carbohydrates. This fell within the normal 
ketogenic and anti-ketogenic range. A list then was made of the 
foods available in the institution. We selected from that list those 
foods which would provide sufficient mineral and vitamins. This 
list included beef steak, liver, bone marrow, eggs, beets, string 
beans, corn, kidney beans, carrots, potatoes, oranges, prunes, apri- 
cots, milk, butter and sugar. 

It is evident that this list is sufficient to avoid monotony of diet. 
The first feeding was unsatisfactory because the formula would 
not readily pass through the tube. We found that the butter solidi- 
fied and plugged the tube. We tried to avoid this by heating the 
formula just before feeding. This proved unsatisfactory because 
the butter would solidify in the tube, which of course could not be 
heated. Therefore, cotton seed oil was substituted. It was noticed 
that the milk coagulated, and we had to devise a method of mixture 
to prevent this from occurring. The first feedings were found to 
be bulky, the patient being unable to retain the whole feeding, and 
it was necessary to reduce the volume of the formula. 

We will now outline the formula which is being used for the 
average patient. We will give a detailed description of the method 
of preparation which was worked out in conjunction with Miss 
Ruth Porteus and has been found most satisfactory. The formula 
given below is used on the various wards of the hospital, and is 
prepared by the attendants assigned to the diet kitchens. It pro- 
vides from 2,500 to 2,700 calories a day. <A typical formula con- 
sists of : 
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Carbohydrates Proteins Fats 


Boke Oe OO MOOR, 6c.t0ccbe sw aseewbons 0 19 19 
2 OBBB ccccccccccccccscccccccccccces 0 12 12 
SNE NINN Gas ig 'aih bie bbb a bee wend wens cine 20 3 1 
er 10 1 0 
BAS OF. PFUNED 2. cvcccccsececcccceceves 73 2 0 
DAs OB. OPAMHO WICO 2. ossccccvcssceces 11 0 0 
6 oe Ee re rec re 180 0 0 
1 GE. COUR B00 OH occcceccicesecess 0 0 30 
2 i RE MIEN ins sv anwwneceseauwacis 44 8 0 
48 UE on bb ane KONG Beka ware eee 68 32 54 
salt 
406 77 116 
TORR] GRIGTION «acs 6650040: 2,976 


It is prepared in this manner. The beef steak is passed through 
the meat chopper; a small amount of water is added. It is cooked 
a few minutes below the boiling point. Then it is pureed through 
a sieve. The eggs are well beaten and the malted milk added. 
The vegetables are first cooked and then pureed. Then the meat, 
eggs, malted milk and vegetables are combined. The fruits are 
pureed and combined with the orange juice and cotton seed oil. 
The two combinations are brought to the bedside in separate bot- 
tles and poured slowly through the tube. 

We find that patients will frequently consent to drink the for- 
mula after they have refused their regular meals; in fact, we make 
it a policy always to try to persuade the patient to do this before 
we pass the tube. One case in point is a woman who refused to 
eat her regular meals over a long period of time, but would readily 
drink the formula. She weighed 114384 pounds when she started 
drinking the formula; after two weeks her weight had increased 
to 119 pounds. The formula is flexible, and can be readily changed 
to meet the individual needs of the patient. If a patient is dull, 
indolent, or stuporous, the caloric value of the formula can be 
easily diminished. If the patient is a large, overactive person the 
caloric value can be easily increased to a fairly high amount with- 
out seriously disturbing the distribution of the ingredients, or in- 
creasing the bulk beyond human stomach capacity. For instance, 
we may increase the formula 1,000 calories by the addition of 4 oz. 
of sugar and 2 oz. cotton seed oil. 
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It will be noted that we tube-feed three times a day rather than 
twice. In order to determine the advisability of three feedings, we 
put a group of patients on two feedings a day; then put them on 
the same amount of formula divided into three parts, given three 
times a day. The entire group lost weight when fed twice a day, 
and gained weight when fed three times a day. This seems to be 
sufficient proof of the advisability of three feedings. 

The records of the cases fed by this formula have been carefully 
checked. We examined the feces of a group of patients receiving the 
feedings in order to determine the amount of undigested particles. 
The results compared favorably with the feces of normal individ- 
uals on a normal diet. The formula has been used on the female 
admission service for a period of six months, during which time 
an average of 10 patients a day have been tube-fed. We feel that 
the general condition of the patients gives the best index to the ef- 
fectiveness of the feeding. In this respect our results have been 
most gratifying. All the patients look well nourished, and do not 
show any of the stigmata of malnutrition, or exhaustion. The ne- 
cessity of emergency measures made necessary by the occasion of 
exhaustion has been practically nil. The majority of the patients 
on this service have gained weight in spite of the fact that most 
of these have been overactive, or disturbed. We found on the con- 
tinued treatment services, where the tube-fed patients are mostly 
dull and underactive, that they have consistently gained weight 
while being fed with this formula. 

I will cite the weight records of 10 overactive patients who hap- 
pen to be on the admission service at the present time. 


Weight when 


Case tube-feeding After two After one After two After three 
number was started weeks month months months 

1 92 94% 9214 99 

2 101% 104 104 106 

3 79 88% 89 oe 

4 106 112 110 106% 

5 149 130 136 122 

6 110 111% 114 

7 103 105 o* ee 

8 991%, 103% 95 122% 

9 137 134% 131% 129 


10 81 91 8914 79 89 
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Case No. 5 frequently regurgitated part of the feedings. Case 
No. 9 was an obese woman, 4 feet 10 inches tall, who weighed 137 
pounds on admission. Case No. 10 was one of the first patients put 
on the formula. She was an involution melancholia case who con- 
stantly paced the floor in a high state of agitation, moaning without 
cessation. She had been tube-fed with the usual milk formula for 
about six weeks and had lost considerable weight. Her body was 
covered with acniform lesions, and she had four or five fairly large 
furuncles. Three weeks after she was put on the new feeding she 
had gained nine pounds and her skin condition had cleared. There 
was no change in her mental state. She was then put back on the 
milk feeding. She lost 10 pounds and in three weeks’ time again 
developed furuncles. She was put back on the new feeding and a 
month later had gained eight pounds. The skin condition again 
cleared up. Her mental state remained unchanged, no local medi- 
eation was used, nor was there any change in sedatives. The pa- 
tient is now eating and apparently in good physical condition. 

The possible effect of the nutrition upon the course of the fune- 
tional psychosis is an interesting subject to speculate upon. We 
feel that our work has been done over too short a period of time, 
and with too few patients, to permit us to draw definite conclu- 
sions. We do not feel that the magnitude of the work has been 
sufficient to permit any statistical comparison with the previous 
incidents of exhaustion, ete., but we are certain that in the short 
time of six months there has been definite improvement in the 
physical health of our patients, and we have not had to contend with 
the previous large number of exhaustion cases. : 
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RESULTS OF HABIT TRAINING* 


BY ROSS E. HEROLD, M. D., 
DIRECTOR OF CLINICAL PSYCHIATRY, WILLARD STATE HOSPITAL 


Definite results have been obtained by the use of intensive habit 
training in many cases of constitutional mental disorders of long 
standing. About three years ago the following routine was started 
on 200 patients on six wards. The mental disorder of the majority 
of the patients in this series was dementia precox, and all of the 
patients had been continuous hospital residents for at least two 
years before the series was started. Their behavior was charac- 
terized by untidiness in habits and appearance; all were idle and 
many of them showed the characteristic impulsive, assaultive be- 
havior of this type of mental disorder. All were, apparently, com- 
pletely withdrawn from their environment. 

The primary, and probably the most essential features of the 
routine of habit training, can be described in a few words—regu- 
larity and attention to detail. Cooperation, patience, and tact on 
the part of the nurses or attendants cannot be stressed too strongly. 
The basic routine was identical in all cases at the beginning, but 
some variation in methods appeared in later training, as the indi- 
vidual patient showed improvement in conduct and aptitude for 
certain forms of intensive training along the lines of occupational 
therapy. 

The first endeavor, in the whole group, was an attempt to train 
the patient to care for his or her wants along the lines of personal 
hygiene and cleanliness. On arising in the morning the patient was 
placed on a toilet seat and kept there until the desired results re- 
garding excretions, were obtained. The length of time required, 
necessarily showed variation with different individuals. This pro- 
cedure was repeated following each meal, before retiring at night, 
and in those cases, that habitually soiled and wet the bed, at night, 
the procedure was repeated at 10:30 p. m. and 3:00 a. m. 

Following this the patient was placed in front of a wash basin, 
face and hands were washed, and teeth brushed. The necessary 
articles, such as, wash cloth, soap and tooth brush, were placed in 


*Presented at the Interhospital Conference for up-State hospitals held May 4-5, 1934, at the 
Utica State Hospital, Utica, N. Y. 
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the patient’s hands. The attendant then manually aided the pa- 
tient in carrying out the necessary motions, to produce the desired 
results. At this point it is very necessary to stress the fact that all 
stages and movements must be carried out in the same sequence, 
and at the same time each day. The first few attempts necessarily 
took much longer than subsequent attempts, and finally in those 
cases, which were amenable to treatment, the actions became more 
or less automatic; for example, when a tooth brush would be placed 
in the patient’s hands, he would follow through the motions of 
cleaning the teeth in the same method each day. All that was neces- 
sary, was to initiate the procedure. 

An attempt was next made to improve the patient’s behavior in 
the dining room and similar procedures were followed. Eating 
utensils were placed in the patient’s hands, and the necessary mo- 
tions first instituted by the attendant, as in the training of personal 
hygiene. 

Habits of sleep are also stressed in the general routine proced- 
ure. At 6:30 or 7:00 p. m. patients were placed in bed and awak- 
ened at 5:45 a. m. so that by the time the day attendants came on 
duty, at 6:00 a. m., the patients were ready to start their intensified 
daily routine. 

Up to this point, each patient is carried through the same rvu- 
tine, and many of the group did not show any further progress. 
However, a number of individuals showed rapid and favorable 
progress thus far, and further efforts were made to train this 
group along various forms of employment, such as, making beds, 
dusting, sweeping, polishing floors, washing dishes and other sim- 
ple procedures, common to the ward work. Those who showed the 
most favorable progress, were then given special training along 
tle various lines of occupational therapy and in some cases we 
were able to augment the number of patients employed in the hos- 
pital industries from this group. 

In the more advanced group the basic principle of regularity 
must also be observed. The form of employment, whatever it may 
be, must be started at the same time each day and all movements 
carried out in the same sequence. If the routine is altered, it takes 
only a very short period of time for the patient to revert to his 
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original unsocial behavior. Definite times are allotted for physical 
exercise and training, and outside diversions, such as, games and 
movies. 

Our results can be placed in three groups: First, those showing 
no improvement; second, those showing a moderate degree of im- 
provement in behavior, in that they have become tidy in habits and 
appearance, and have overcome their destructive habits; third, 
those showing marked improvement, in that they are usefully em- 
ployed, either in some simple ward work, or in some of the hospital 
shops or outside industries. 

Of the 200 patients on which this routine was originally started, 
174 are still hospital residents, 8 having been taken home by rela- 
tives, and 18 having died. Those who are still in the hospital may 
be classified as follows: First, those showing very slight or no im- 
provement, 25, or 14.9 per cent. Second the largest group, those 
showing a moderate improvement in behavior, but not sufficient to 
be employed, 96, or 55.2 per cent. Third, those who have shown 
sufficient improvement to be employed, 53, or 30.9 per cent. This 
Jatter group may be subdivided as follows: 14 employed in hospital 
industries and 39 employed on the wards. 

The following case reports are briefly summarized to indicate 
some of the beneficial effects resulting from our routine. 

(1) KE. O.; male; white; age 40; admitted February 21, 1925; 
diagnosis, dementia precox. Before habit training was instituted, 
this man was idle, seclusive, indifferent to his environment and un- 
tidy in habits. He was started on intensive habit training on July 
3, 1931, and showed a gradual progressive improvement in his be- 
havior. At the present time he is still seclusive, but is tidy in 
habits and performs routine duties on the acute admission service. 
An interesting feature of this case is that his duties require him 
to leave the ward and go to other parts of the building, oceasion- 
ally. On his return to the ward he will knock onee at the door and 
will stand there for an indefinite period of time until someone lets 
him in. 

(2) G. F.; male; white; age 44; admitted May 5, 1929; diag- 
nosis, dementia precox, catatonic type. Before habit training was 
started, he was very untidy, soiled his clothing and had frequent 
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impulsive outbursts of assaultive excitement. Training was started 
August 1, 1931, and he showed slow gradual improvement. At the 
present time he is tidy in habits, has had no impulsive outbursts 
and is employed in the store. 

(3) L.C.; female; age 42; admitted October 17, 1923; diagnosis, 
dementia precox, catatonic type. Before habit training was started 
this patient was very untidy in habits and required almost constant 
restraint in the camisole due to her destructive and assaultive 
tendencies. Training was started August 1, 1931, with only mod- 
erate success at first. By February 1, 1932, she had become more 
tidy in habits and had required no restraint or seclusion for a 
month. This condition has been maintained and at the present 
time she does a small amount of ward work in a mechanical, auto- 
inatie fashion. 

(4) M. F.; male; white; age 38; adinitted May 14, 1920; diag- 
nosis, dementia precox. This man was dull, apathetic, filthy in 
habits, indolent, impulsive and assaultive. Treatment was started 
July 1, 1931, with a gradual slow progressive improvement. He is 
now tidy in his habits and appearance and is employed in kitchen 
work, which he performs in a more or less mechanical manner with- 
out showing any apparent interest in his work. 


EGO STATUS IN PSYCHOANALYSIS* 


BY ARNOLD EISENDORFER, M. D., 
ASSISTANT PHYSICIAN, MANHATTAN STATE HOSPITAL 


The history of the practice of medicine is replete with examples 
of trial and error methods of therapy. Almost without exception, 
every worthy therapeutic innovation has experienced a similar 
evolution before its final adoption. After an initial period of 
hesitancy and uncertainty, there followed a period of limitless ex- 
ploitation often carried to absurd degrees, which was invariably 
succeeded by a trend in the opposite direction, supercharged with 
pessimism—a mirror picture of the previous optimistic attitude. 
Finally a mean is reached in which it is possible to pass adequate 
judgment concerning the agent or method in question. 

Psychoanalysis is now slowly evolving to this mean, although 
there is still considerable evidence of over-zealous enthusiasm 
existing. Fortunately, this attitude is not present among most men 
who have been thoroughly trained in the psychoanalytic theory and 
method. It is among some individuals who do not have a thor- 
ough conception of the underlying fundamentals of the psycho- 
analytic task that there are expected miraculous eures, and these 
cures are expected to occur in the most malignant of mental reac- 
tions. An analogous situation would occur in the field of surgery 
where a cure would be looked for in an advanced ease of carcinoma 
of the stomach in which the liver had already been infiltrated with 
metastases. Such an attitude has heaped a great deal of unjust 
injury upon psychoanalysis. Cases bordering on malignancy have 
been precipitated into a state of manifest psychosis because (1) of 
the lack of adequate understanding of the malignant nature pre- 
sented by the syndrome of the patient and (2) because of the lack 
of an adequate understanding of what the psychoanalytic task is 
intended to do and the result it attempts to bring about. It would 
be well to here briefly elucidate the essential function of the psy- 
choanalytie task. 

The process of psychoanalysis is a dynamic situation charged 
with instinctual energy, which develops along the same general 


*Read before the Interhospital Conference for down-State hospitals held April 20-21, 1934, at 
the Psychiatric Institute and Hospital, New York City. 
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lines in all cases, but has individual form. As an analysis pro- 
gresses, sooner or later the latent anxiety associated with the pa- 
tient’s symptoms becomes manifest. In the early stages of the 
analysis such anxiety occurs with constellations of ideas which deal 
with objects, things and events in the patient’s environment. The 
situations depicted in the patient’s associations, although they 
have to do with current observations and events, represent some 
common attitude of anxiety. The general themes, if closely exam- 
ined, are found to deal with situations of submission, authority or 
discipline. The process of analysis, by giving free scope to uncon- 
scious presentation, is calculated to stimulate all these possibilities 
of unconscious anxiety, i. e., those arising from the unconscious 
(id) and those connected with the super-ego. Through continued 
ventilation of the unconscious, the analytic situation takes on an 
entirely different complexion. 

By interpretation of dreams and of symptoms, reactivation and 
‘‘working through,’’ the patient’s conflict with himself and reality 
is shifted from a more or less indefinite background to the analytic 
situation. The transference neurosis has developed, that is, the 
infantile or childish conflicts become centered and localized in the 
analytic situation—feelings that had been displaced in a more or 
less dispersed manner upon the environment are now in the trans- 
ference situation relived upon the person of the analyst. The loves 
and hates of infancy and childhood are bared in their original in- 
tensity to the view of the conscious ego, if that ego has the capacity 
and integrity to look on, observe and assimilate. It is during this 
stage that the ego is put to its severest test, ad it is here that the 
poorly integrated ego, unable to withstand the terrific bombard- 
ment of the unconscious forees, tends to further withdraw and 
leave the field almost entirely to the unconscious. As the conscious 
ego becomes more and more aware of these insidious and tenacious 
drives, the tension of the transference situation is first slowly, but 
gradually and definitely relieved. The horizon of the conscious ego 
is widened, behavior which had been unconscious or unknown pre- 
viously now becomes aware and significant to the patient and he is 
prepared for adaptations to reality for which he had been previ- 
ously unfit. 
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From this cursory discussion of the fundamental forces which 
are liberated in analysis, one becomes aware of the enormous task 
to which the ego is submitted. Distasteful, tenacious, vicious, an- 
tagonistic, cryptic drives from the unconscious (id) on one hand, 
together with the relentless, severe, inhibiting drives of reality 
(the super-ego) on the other bombard the ego. In order to with- 
stand such an assault, a fairly well synthetized ego is essential. In 
other words, the ego brings the instinctual trends of the uncon- 
scious (id) into harmony with the requirements of reality. It strikes 
a balance between reality (the super-ego) on one hand and the un- 
conscious (the id) on the other. The ego reconciles these conflicting 
elements, allies them to one another through the various mechan- 
isms such as sublimation, projection, introjection, identification, 
ete., so that there takes place a unanimity of feeling, will and 
action. 

In the psychotic cases an essential characteristic is a weak, in- 
fantile, poorly integrated ego. It is also true in borderline reac- 
tion types which simulate schizophrenia, i. e., the severe obses- 
sional neuroses, involution melancholia and manic-depressive, 
mixed types, ete. In such eases there is present a definite inhibi- 
tion and paralysis of the ego function. The outstanding symptoms 
of ego disintegration and paralysis are easily distinguishable at 
the height of the psychosis when a patient himself is utterly un- 
aware of the presence of any illness and his behavior is extremely 
incongruous to the demands of reality, but in borderline reactions 
these symptoms are not so readily distinguishable. At the height 
of the psychosis a patient’s ego is at the mercy of the instinctual 
drives of the id and the super-ego, and an unassailed preponder- 
ance of unconscious forces exists. From such an extreme state 
there occur various gradations of reactions during which more or 
less awareness of illness is present. It is difficult to draw a divid- 
ing line between psychosis and neurosis, between that point of ill- 
ness in which patient is poignantly aware of being ill and that 
point where utter unawareness is present. These differentiations 
are subtle and occur without realization to the patient. Naturally 
an individual who is unaware of being ill will have no desire for 
cure. The greater the realization of illness, the greater will be 
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the patient’s attempt to adjust to reality and the better integrated 
will be the patient’s ego for such an adjustment. The patient’s 
chances of benefiting through the psychoanalytic method of ther- 
apy is in direct proportion to his desire for cure. The more tena- 
cious and determined such a desire, the more turbulent may be the 
analysis and the greater the benefit derived therefrom. 

The estimation of the ego status is a factor of importance which 
must always be reckoned with before a definite decision is made as 
to the use of psychoanalysis as a therapy. It is sometimes diffi- 
cult to determine the ego states at the first examination, and even 
after several consecutive interviews. In such cases a trial analysis 
should be instituted and as soon as definite evidence of ego disin- 
tegration is manifested, a modification of the technique is indi- 
cated. The formal analytic procedure should be interrupted and 
a technique such as psychosynthesis, recommended by Hinsie or 
methods suggested by Schilder should be instituted. 

It is not within the realm of this paper to give a resumé of the 
symptomotology which relates to ego status. Most well-trained 
psychiatrists can consciously, intuitively and unconsciously dis- 
cern this important factor in a patient by constant thorough study 
of psychiatric case material. The competent psychiatrist is able 
to recognize this trend of ego disintegration before the symptoms, 
which are written about in textbooks, oceur, i. e., transformations 
of the personality, ideas of unreality, transitivism, depersonaliza- 
tion, ete. The ability to evaluate the integrity of the ego is an im- 
portant factor for the suecessful application of the psychoanalytic 
technique. 

Two cases in which analysis was started and stopped when a 
definitely weakened ego reaction became manifest are herewith 
presented: 

H. B., age 20 years, youngest of five siblings, was born of Hebrew 
parents in a small town in Pennsylvania. The mother died when 
patient was five years of age, and patient was cared for by an 
aunt and her father. The father was a clothing merchant, a severe 
individual, very stingy and he resented spending any money other 
that that absolutely necessary for the maintenance of the family. 
The patient attended public and high school, and she was a good 
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student, carefree, happy-go-lucky and well liked by her circle of 
friends. In high school she attended parties and dances with other 
girls. Upon graduation she very much desired to go to college but 
this was refused by her father. She became somewhat depressed 
and at the age ov 18 years began to manifest a definite change in 
personality. She became inactive, idle, listless, preoccupied. She 
came to New York City where she worked as a clerk and appar- 
ently regained her former happy demeanor. She became engaged 
to a young man three years her senior in July, 1933. She spent 
the summer in her hometown with her father and aunt. She was 
very happy and carefree. Upon her return to New York City in 
the autumn of 1933 she again resumed her depressed attitude, could 
not work, sat about, idle and apathetic. 

Patient was sent to the clinic with the recommendations for psy- 
choanalytic treatment. In the first interview the general demeanor 
of the patient led the examiner to suspect that a serious ego reac- 
tion was taking place within the patient, which would not be very 
amenable to psychoanalytic therapy. She had been brought to the 
clinic with an older sister, and it was the older sister who gave 
most of patient’s symptoms. This informant described the patient 
as listless, apathetic, sitting around and caring nothing about ap- 
pearing well, She was entirely indifferent to the young man 
whom she was engaged to marry. Patient herself had very few 
complaints to make. She stated that she knew she should take a 
greater interest in her activities but she could not explain the 
change which was taking place within her. She said she had no 
worries, fears, or anxieties of any kind. She did express the fact 
that when her father had refused to let her go on to college after 
graduating from high school, this caused her to be very much de- 
pressed. She was very retarded and inhibited. From the onset 
of the analysis there was a definite inhibition of psychic activity. 
The patient would lie for long periods and say nothing. She 
complained of a lack of ideas, a lack of feeling and no desire 
to do anything. Said her environment was changing, people 
were different and she know she should be happy to be engaged but 
she had no feeling at all about it. She manifested suicidal ideas, 


thought about jumping under the subway train on her way to the 
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clinic. She thought people were looking at her, everything was 
unreal and a peculiar change was taking place within her. After 
several formal analytic sessions, the technique was changed and a 
modified technique of egosynthesis was introduced. She continued 
to manifest symptoms of ego-change, depersonalization, ideas of 
unreality. No change was noted after ten sessions and it was 
recommended that patient be sent to a hospital. 

A modified form of psychoanalytic technique was used from the 
onset as it was necessary for the examiner to take an active part 
in the analytic sessions. After three sessions very little was 
gained from the patient except that noted above. The technique 
was entirely changed, she was permitted to sit up and was encour- 
aged to speak. Still no progress was made. In view of the mani- 
festly malignant features which were present, i. e., patient’s in- 
ability to comprehend any illness, ideas of unreality, lack of initia- 
tive, apathy and the marked tendency to withdraw from reality, it 
was recommended that patient be sent to a hospital for further 
treatment. Psychoanalysis was self-limited in this case inasmuch 
as the patient manifested such a markedly weak ego reaction. There 
was no genuine awareness of illness. True she realized certain 
changes were taking place, both within her and in the environment, 
but she did not have the feeling of illness that is accompanied with 
a desire to get well; she had not sought medical advice until in- 
duced to do so by her sister. In a sense the sister was the ego 
through which the patient was maintaining her hold upon reality. 
Stimulating therapy, which aims to re-enforce the remnants of the 
severely weakened ego is here indicated. Psychoanalysis, even if 
possible in such a case, would only tend to induce a further with- 
drawal of the ego, and the slight hold the patient now has on reality 
would be endangered or lost. 

Casz 2. B. A., single, is a young Hebrew male, 23 years of age. 
asthenic habitus, in good physical condition. He is a native of New 
York City, the second of six siblings. The parents are Russian- 
Hebrew immigrants. One brother was treated at Manhattan State 
Hospital for three months, diagnosis manic-depressive psychosis, 
manic type. Another brother was treated by a private physician, 
diagnosis psychasthenia. 
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The patient attended public school successfully, receiving a di- 
ploma at the age of 14 years. He attended high school for 214 
years. He took various courses, but did not concentrate on any one 
to obtain a diploma. 

Six years ago the patient obtained a good position with the 
Board of Transportation. He quit this job because he did not like 
to work underground. He felt he was dirty when he rode the sub- 
ways. After leaving this job, he managed to obtain various other 
positions, in each of which his work was satisfactory. However, he 
was constantly changing jobs, and was unable to adjust to one for 
any length of time. 

In July, 1931, the patient went to Plattsburg C. M. T. C., where 
he made a very good adjustment, his work was very satisfactory, 
and he was promoted to the rank of sergeant. When he returned 
from camp he was idle. He was unable to obtain work, and spent 
his time attending baseball and football games. He attended night 
high school until December 22, 1932, when he voluntarily applied 
for admission to Manhattan State Hospital. 

He has never had any serious physical illnesses. He is an ab- 
stainer, and only very rarely smokes a cigarette. He is single, is 
attached to his mother, and antagonistic towards his brothers. He 
never had any sexual relations, never had any sweethearts, and 
never considered marriage. He masturbates considerably, and 
fears he will become insane because of this act. He is irritable, 
quick-tempered, restless, easily excited, and over-conscientious. His 
intellectual status is average. His interests are limited to sports— 
football, baseball, ete. He is interested in agriculture and animal 
husbandry. He dislikes office work intensely and desires to be con- 
stantly in the open air. He is not overly religious. 

The onset of illness is indefinite, the duration is at least 6 to 8 
years. The patient quit his position with the Board of Transpor- 
tation, because he felt dirty when he worked underground. He 
left the various other positions because he thought people were 
persecuting him, that nonsense was shooting through his mind. 

In 1929, the patient’s maternal grandfather was killed in an 
auto accident. He had been attached to this man, and would spend 
hours talking to him. The patient grieved very much over this 
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death, and he was unable to sleep. He then began to think that he 
had sinned against his grandfather. He thought that every time 
he urinated and defecated he did so upon the face of his grand- 
father. The patient thought he had an abnormally large rectum 
(the largest in the world), and that he was the only individual who 
ever defecated upon his underwear. 

In 1931, the patient went to the Bellevue Hospital out-patient 
clinie for two months. He thought that the doctor was persecuting 
him, and would expose him for having such peculiar ideas. He 
quit this clinic and went to the Vanderbilt Clinic where he was 
treated for three weeks before he quit. He went to a general 
practitioner without avail. He felt that no one could help him. 
Upon the suggestion of a psychiatrist in the city, the patient vol- 
untarily applied for admission to the State Hospital. 

On admission patient said ‘‘I want to be cured. I am suffering 
from persecution. I think it is a functional disorder. I want to 
come here for rest and treatment and stay until I am cured.’’ Pa- 
tient seemed to be very much aware of his mental illness and had 
a great desire for treatment. During the patient’s residence in the 
hospital he was under considerable tension, apprehensive and fear- 
ful. He feared everyone in the hospital would find out about his 
ideas. Because of his marked desire for treatment a trial analysis 
was instituted and patient was seen one hour daily for two months. 
The analytic material produced by the patient was self-limited. He 
readily related the entire history of his illness, constantly sticking 
out his tongue and smacking his lips while doing so. After giving 
his history, each hour consisted of a constant repetition. Patient 
would state that he was worried about his nonsensical ideas. These 
were constantly foremost in his mind. He would see vulgar words 
constantly before him, ete. He related how he was foreed to quit 
working in the subway because of the extreme dirt there, and he 
tried to keep himself scrupulously clean. When he noticed feces 
on his underwear he became extremely fearful. In relating the 
death of his grandfather he said he had always given his grand- 
father a cigar every Saturday, and since the death of his grand- 
father he had marked feelings of guilt. He imagined a cigar to be 
a piece of feces and at other times he thought it was his penis. He 


ARNOLD EISENDORFER, M. D. 523 


reiterated over and over again the obsession that his rectum was 
abnormally large and how he had had it X-rayed a number of times 
in order to prove that it was not so. He felt the X-rays and the 
physicians to whom he went were not telling him the truth. He 
feared that his brothers and other patients would learn about his 
ideas and persecute him. 

This material was repeated over and over again many times. 
Any attempt which was made by the writer to start another stream 
of associations would always be frustrated and patient would come 
back to his obsessional ideas. No attempt was made to interpret to 
the patient any of the material that he expressed. To do so might 
have precipitated the patient into a frank paranoid psychotic 
reaction. Patient seemed to get considerable pleasure in coming 
to the analytic hour every day and throughout his short stay in 
the hospital his general mental condition improved. When he left 
he was far from being well and his leaving the hospital was in a 
sense a further flight from his conflicts. He thought everyone in 
the hospital knew about his peculiar ideas and he wanted to leave 
on that account. Although this patient was markedly aware of his 
illness, his mental content and behavior showed a marked fixation 
in the anal-sadistie level of his psychosexual development. His 
entire conscious personality is literally obsessed with unsublimated 
anal drives. Almost the whole of the patient’s conscious ego is 
entirely governed by these unconscious forces. Associated with 
these drives there is also a strong homosexual tendency, and an in- 
sidious but definite paranoid trend with a concomitant projection 
mechanism also plays a great factor in determining the behavior of 
the patient. 

The anal-erotism, the homosexuality with the associated para- 
noid projection mechanism so dominate this patient’s conscious 
ego that very little remains to serve as a starting point from which 
to give this patient insight into these abnormal drives. Further 
analysis in such a case would probably result in a more complete 
disintegration of the already weakened ego and a manifest para- 
noid reaction would result. 

The writer does not wish to convey the impression that psycho- 
analysis is contra-indicated in psychotie patients. Freud, Rado, 
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LaForge, Nunberg and others have stated that psychoanalysis is 
not a therapy of choice to be used in the psychoses. However, 
through psychoanalysis we may learn more of the fundamental 
forces operating in the psychoses. Psychotic cases should be ana- 
lyzed only in hospitals under adequate supervision. It is the opin- 
ion of the writer that a great deal of criticism attributed to psycho- 
analysis has been brought about because of the lack of adequate 
understanding of the severe task placed upon the ego in any thor- 
ough analysis. The status of the ego in its ability to withstand the 
storm of primitive forces to which it will be submitted throughout 
the course of any thorough-going analysis is a factor of importance 
in deciding whether the patient should be analyzed or whether this 
mode of therapy should be discontinued once it has been instituted. 
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AMENTIA IN MEDICAL DIAGNOSIS* 
BY GEORGE VAN NESS DEARBORN, M. D., PH. D., 
UNITED STATES VETERANS’ FACILITY, THE BRONX, NEW YORK CITY 

Although a matter of wide disagreement, human intelligence 
seems to be best considered as the ability of the personality to 
learn through its more or less conscious experience. Feebleminded- 
ness or amentia (as it is more scientifically termed) is some degree 
of the lack of this ability. It is my present object to recount some 
of the reasons why the art of medicine should take into considera- 
tion the intelligence of its patients, and how accurate diagnosis in 
particular depends oftentimes on a knowledge of the patient’s rela- 
tive intellectual level. Physicians not infrequently are misled by 
disregard of this knowledge. 

Intelligence being at least somewhat as we have indicated, amen- 
tia involves the working of all of the sensitive organism and of all 
of the personality. In general, then, in proportion to the subjec- 
tivity of an examination the patient’s intelligence is important. 
Kven a lump in one’s abdomen or a broken femur has some sub- 
jective factors of use to an adequate surgeon. It is only when we 
begin to realize how much the concept intelligence includes that 
we can appreciate how far-reaching are the effects of its relative 
lack in the personality. 

In case-history taking, to begin with, it is plain that the ament 
is going to mislead the physician more or less as compared with 
the normal patient, being less accurate, shorter-memoried, less 
appreciative of illness and of former symptoms, less systematic, 
and so on. The examiner should be in a mental position to allow 
for these considerations if he wishes to have adequate backgrounds 
for his examinations. Family relationships are ill-appreciated by 
the feebleminded and family history is certain to suffer in conse- 
quence. 

But the situation is much worse in regard to immediate diagnos- 
ing. The reasons for this will be more readily accepted if we 
briefly recall to their minds some of the elementary pure psychol- 
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ogy of amentia—a topic, by the way, on which there is not too 
much literature. In the most general way this psychology is that 
of primitive man which in turn is that of the savages of our day 
and in part at least that of our young children, but with important 
differences. 

The senses of aments undoubtedly are somewhat less efficient 
than are those of average folk. The tactile and the pain-senses 
are less acute; on this rests part at least of the lessened sensory 
discrimination often conspicuous in the feebleminded. In general 
the sensory threshold is high, but part of this practical difference 
is due to the inherent concreteness of their mentation. For exam- 
ple in the familiar Dutch-kitchen picture of the Binet-Terman 
scale the low morons point out the objects but fail to note that it is 
a view of a little girl crying. They fail to get the abstract con- 
cepts which are the associative product of percepts. By a like 
lack of mental integration aments have poor judgment and weak 
understanding, the succeeding steps of association. For this same 
basal reason they may fail relatively to understand what is said to 
them; and because of the very close interdependence of ideation, 
intelligence, and language, they tend to inadequate expression of 
even what they do think and understand. Their mentation is slow 
and this mere delay in feeling, in thinking, and in answering, blocks 
intercourse and accuracy more than most folk realize. 

Now these defects in the constructive intellectual process of 
aments, and others less important, bring it about that these people 
know much less about their bodies and their minds, about physiol- 
ogy and hygiene, prophylaxis, the symptoms of disease and the dis- 
eases themselves than do those of normal intelligence. This rela- 
tive ignorance and ill-appreciation is the inevitable consequence of 
the limitation of associative integration, of the relative lack of plan- 
ning and of unifying understanding that is the ament’s most impor- 
tant mental lack. He realizes less well than do most that he is an 
unified personality, that his organs work together to make him a 
living organism in the closest relation with his environment, and so 
on. Such appreciation in itself is a vague gauge of one’s intelli- 
gence for all who never have studied biology in its widest sense. 
Aments do poorly in this unstandardized test of life-wisdom sub- 
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consciously acquired; and they have little idea of hygiene usually, 
especially of mental hygiene. 

In this place we should speak of one mental lack that is particu- 
larly important for diagnosis, namely, a relative general analgesia. 
I have long been a student of this subject pain, and I am convinced 
that, as a rule, both pain and unpleasantness are felt very roughly 
in proportion to the personal intelligence, especially when this is 
used, as mostly it may be used, as an index of affective intelligence 
also. Of course some are more intelligent on the feeling-aspect of 
mind and some in the purely intellectual aspect, but ‘‘in the large,”’ 
on the average feeling and intellect mutually correspond in the 
individual and that often in a high degree of correlation. In men- 
tal deterioration the two usually lower together, and in amentia 
both frequently are deficient. This applies mostly to unpleasant- 
ness which is entirely distinct from true pain, a sensation, pure 
and relatively simple. But there is the best of biological reason 
to believe that pain itself, as well as its affective interpretation and 
reaction, is less keenly felt in aments than in normal persons. Pope, 
a keen analyst of human nature says, ‘‘ No creature smarts so little 
as a fool.’’ 

The importance of this circumstance in diagnosis he who runs 
may realize, for the purpose of pain certainly is to warn of im- 
pending harm—an abstraction, we may note in passing, that the 
oligophrenics, as Bleuler terms them, are not apt to realize as ef- 
fectively as do others. So that pain becomes of a double import- 
ance in our argument. 

In the same category sundry other general warnings are apt to 
be ignored or undervaluated by aments, notably chills; dyspnea; 
certain coughs; headaches; weakness; habitual emesis; real asthe- 
nia; progressive and unexplained loss of weight, to say nothing of 
aprosexia, failing memory, ‘‘voices,’’ suspicions, depression, and 
phobias. Such disease-signs as these, the morons do not appreciate 
fully, and this fact is very apt to be ignored by the diagnostician, 


and that even when he realizes that the patient is intellectually 
deficient. 
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In the following paragraphs we point out a few samples of the 
commoner medical, surgical, and sociologic conditions in which 
allowance for amentia is of especial importance in diagnosing. 
These pretend to be little more than examples of the kinds of cir- 
cumstances under discussion. 

Acute fevers with not too high pyrexia may well head the list. 
The ament does not realize he is ill as soon and as clearly as would 
a person of normal intellect, because he does not abstract well 
enough to discriminate his ill condition. In this he is like young 
normal children. 

In like manner, acute painful inflammations: pleurisy, pneumo- 
nias, appendicitis, pyelitis, enteritis, phlebitis, neuritis, owing to 
pain-considerations already suggested, are apt not to be denoted 
and described even as well as by the average patient, nor appreci- 
ated as soon. 

Visual disturbances of many kinds are liable to be unreported 
longer than by normals, and deafness and sore throats. 

Contagious diseases are of especial danger in amentic families 
for obvious reasons. 

Skin diseases may be taken for granted as ordinary or even nor- 
mal, especially those of parasitic etiology. 

Pulmonary tuberculosis is especially fatal among aments; thou- 
sands have died of it who would have been cured with personal in- 
telligence in control. 

Pregnant ‘‘girls’’? and women fail to appreciate the necessity of 
medical care and often suffer serious consequences. 

Venereal disease is not evaluated by the feebleminded as it is by 
normals, with frequent disastrous results from both of the major 
infections. Prostitutes are frequently intellectually defective by 
reason of under-inhibition and under-self-control, as well as from 
lack of foresight and plan. 

And there are the numerous chronic nervous diseases; in these 
subjective analysis and appreciation are of very great diagnostic 
importance, and the average cooperation cannot be expected from 
aments. Some of my possible readers would be surprised perhaps 
to know how frequently even the neuropsychiatrists fail to realize 
that their patients are feebleminded. For example, epilepsy is in 
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some yet unknown way frequently related to amentia; and more- 
over most epileptics deteriorate intellectually sooner or later. In 
regard to this category as in others physicians frequently ignore 
the obvious fact that the mentally defective are just as likely as the 
intellectually normal to have chronic cord diseases such as multiple 
sclerosis, ete. 

Even in purely surgical conditions, with their minima of sub- 
jective factors, preliminary intellectual diagnosis is important in 
nosology as it is in treatment, that due allowance may be made for 
reaction-differeneces of various kinds. 

In the diseases whose etiology partly is dissipation (with aleo- 
hol, venery, nicotin and its congeners, caffein, nareoties, ete., ete.) 
amentia plays frequently a very important part, both in the per- 
sonal habituation and in its diagnosis. Hygiene is vague to the 
defectives and the devastating efforts of these means of dissipa- 
tion are mostly unrealized or unknown. How could a physician ex- 
pect to have adequate history, symptomatology, or cooperation 
from morons in these circumstances ? 

As a matter of course, from the abstract nature of the disabili- 
ties, it is most important that the examining physician should real- 
ize the mental deficiency of patients with psychiatric disorders, 
especially those with the psychoneuroses. But all psychiatric con- 
ditions, psychoses, and psychoneuroses, greatly overlap in the pres- 
ent system of diagnosis. Under such circumstances one need not 
argue that the aments with psychoneuroses or with psychoses are 
especially difficult to place in a nosologic group. When the symp- 
toms or attacks are mild or borderline or otherwise in doubt, amen- 
tia ‘makes all the difference in the world.’’ In hospitals one sees 
so many cases of multiple tentative diagnoses on which the exam- 
iners cannot agree solved in an hour by a psychological examina- 
tion and to the satisfaction of all! Here is one answer to the 
ancient question of the poet, for frequently it is the psychologist 
‘who shall decide when doctors disagree.’’ 

But in psychiatry in general diagnosis is greatly handicapped by 
subnormality of the patient’s intelligence. Such terms and con- 
cepts as memory, interest, attention-control, sensation, dizziness, 
being abstractions, are not clearly understood or differentiated, so 
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that the patients have only vague ideas of what you wish them to 
tell you. Hallucinations are hard to explain to them, and autistic 
thoughts, and phobias, dreams, conflicts, orientation—in short, 
dozens of abstract psychiatric concepts not clearly understood or 
recognized in relation to any experience they have had. Time is 
vague to the aments as it is to young children, giving rise some- 
times to misunderstandings. Cause and occasion (post hoe ergo 
propter hoc) are confused even more regularly than by normal but 
thoughtless people. Family relationships are ill-appreciated. Very 
important, and to a degree actually pathognomomiec of amentia, 
is the typically feeble appreciation of likeness and unlikeness, and 
of change of any kind; as is well realized, judgment of dissimilarity 
is the one basal intellectual process of mind. Thus the feeble- 
minded do not know that they have become neurotic or psychotic 
when folk of normal intelligence often would recognize their condi- 
tion. This blindness to change effects diagnosis of every sort, but 
that of mental disorder naturally more than others. 

Amentia itself in its various well-defined 15 degrees or so is a 
diagnosis, and in hospitals at any rate, when present, should always 
be added to the diagnostic list as a matter of scientific accuracy as 
well as for the benefit of future examiners. The day is all but 
passed when it is looked upon as a ‘‘disgrace,’’ because now it is 
seen to be either purely an accident or else a mental deformity, 
congenital or ‘‘near-congenital,’? for which no person is to be 
blamed any more than a mother is to be reproached (killed, in some 
savage society!) for giving birth to a monstrosity of the somatic 
kind, 

Oligophrenics, i. e., the feebleminded, are easy game for certain 
types of hunter, namely those hunting for easy livings—the healers, 
the quacks, chiropractors, and such—because from lifetime habit 
the aments have been subject to continual suggestion, instruction, 
meticulous guidance from without rather than from within their 
own cytopenic cortices, their inner understanding of things and 
guidance by themselves necessarily failing. They tend to believe 
what is told them, to buy ‘‘gold bricks’’ hopefully and with satis- 
faction. They buy patent medicine extravagantly and appliances 
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and devices even more expectantly than the proletariat—which is 
saying much indeed. 

Self-preservation in general is apt to be far less effectively car- 
ried on by a defective because of his less appreciation of the dan- 
gers, sundry perileus conditions inside and outside his organism. 
For example, few of these people realize the serious import of epi- 
leptic seizures. Aments who are unwittingly allowed to drive 
motor ears, e. g., are a serious menace to others and to themselves 
because of their long reaction-times, their slow and inadequate 
thought, their comparative ignorance of the regulations, ete. Owing 
to the lack of intelligence tests before the licensing of drivers, no 
one knows how many of the myriad auto-accidents are due to the 
feeblemindedness of drivers. Here is an example of the prime 
urgent importance of amentic diagnosis in matters of social welfare 
somewhat outside of medical matters proper. And there are 
others! 


So much for some of the obvious sanctions of learning and of 
making allowance for amentia so that diagnosis may be more accu- 
rate and more reliable in medicine. 

A few considerations now are both relevant and fully competent 
as to why patients’ intelligence is not more commonly inquired into 
by examining physicians. Quite a good many really intelligent 
physicians have failed even yet to receive the new psychometric 
light, and this failure is not wholly due to a feeling of their own 
adequacy, a feeling not entirely unheard of in the profession. 
Among these physicians there are even some psychiatrists, strange 
as it may seem. Some are uninformed, some misinformed, and 
some undeniably are prejudiced against intelligence measurement 
both in aments and in deteriorates or dements. This somewhat 
unfortunate state of things certainly is due in part to a mental 
overhang, so to say, from the exaggerated claims of early 
‘‘testers’’ before this popular phase of applied psychology had had 
time to standardize itself, its methods, and its results. 

When one attempts to explain why many physicians retain this 
prejudice against almost anything psychological, including psycho- 
metry, one must turn to the two outstanding age-long familiar rea- 
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sons: First, the old traditional reactionary thoughtless material- 
ism of medicine. Second, their ignorance of modern psychology 
theoretic and applied. Both of these, fortunately for medicine, are 
now in the way of being overcome, as it grows more and more obvi- 
ous to the ‘‘social consciousness’’ that psychology is the basal sci- 
ence of the whole hierarchy of scientific ‘‘disciplines ;’’ that mind 
and not body is the dominant and significant aspect of the individ- 
ual, our nomistic locus of life. 

No one quite so well as the psychologist (the psychiatrist is an 
‘fabnormal psychologist’’) knows how recondite, intricate, intangi- 
ble and subtle is the human mind—an all-important personal mys- 
tery. It is such a thing as a priori one might reasonably expect 
could not be measured by any relatively simple ‘‘yard-stick’’ any 
more than the wisdom of a judge, the intelligent happiness of true 
love, the skill of an author, the beauty of a Nova Scotian sunset, 
or the misery of an only son’s demise. So that no one ever had any 
reason to believe that human mentality could be measured aceu- 
rately by a scale. Personally I know no such person anywhere, 
either at present or formerly when measuring was new. 

For medical work it is essential that the psychologist, especially 
if he is to do measuring for psychiatrists, should have in mind the 
rudiments of modern psychiatry. This is particularly true for that 
new branch of psychometry that is concerned with the determina- 
tion and the rough but adequate measurement of intellectual dete- 
rioration, dementia. For practical jurisprudence and _ nosologic 
psychiatry this part of intelligence-determination often is quite as 
important and productive as the measurement of native defect, but 
with it the present paper has little specific concern. 

In this presentation it is quite inexpedient to comply with the 
classic canon of the scientific method by which not opinions but only 
facts, actual or apparent, are to be given out in a scientific report. 
But [ am assuring my readers that facts in great number underlie 
the opinions herein set forth. 

As an example of the progress of psychological examining (‘‘psy- 
chometry’’) I beg to present, in closing, a list of the considerations 
that are to be taken into account, pro tanto and so far as is prac- 
ticable, in every intelligence-examination, but especially of adults. 
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The reasons for including all of these two dozen factors of an ade- 
quate intelligence-examination would require an article—and you 
escape it. But after all the main thing is to have them down in 
black and white as a refutation that an intelligence test is arbi- 
trarily and falsely mechanical. These are all factors in the opinion 
as to a person’s intelligence and have been so used by me for sev- 
eral years in so far as has been expedient or possible in each case. 
Here they are: 

1. The schooling had by direct-line ancestors. 2. Ages of walk- 
ing, talking and reading, when available. 3. Age of the beginning 
of schooling, when available. 4. Public or private schools attended. 
5. Rural or urban schools; geographic location, (country). 6. Num- 
ber of months in a school year. 7. Grade attained at what age. 8. 
Reason for leaving school, (the real reason). 9. Number of times 
‘left back’’ (or ‘*jumped’’) and why. 10. Comparison of ‘‘smart- 
ness’’ with that of his siblings, especially in school. 11. General 
mental reaction-time adjusted by the ‘‘type’’ of mentation. 12. 
Relative success in arithmetic in school. 13. Reading-ability and 
reading-habits. 14. Occupation in general, involving the intellect- 
ual grade of the work. 15. Maximum regular earnings under usual 
conditions. 16. If foreign-born, length of time and efficiency in 
acquiring English. 17. His own opinion of the relative intelligence. 
18. Opinion of his immediate family as to his relative intelligence, 
if available. 19. Binet-Terman questions (VII, 5; VIII, 4; XII, 8; 
XIV, 3; XVI, 3) on likeness and unlikeness (in suspected deteriora- 
tion). 20. Has fixation of attention been difficult of late? (in sus- 
pected deterioration). 21. Have memory and recall been failing of 
late? (in suspected deterioration). 22. Re-examination on another 
day by the same method (unless it be a performance test). 23. 
Intensive method of examination, while keeping the subject’s sthe- 
neuphorie index high. 24. The studied and intensive use of a com- 
pletely standardized and long-used intelligence-scale, preferably 
when not contra-indicated, the Binet-Terman (Stanford). 

One gets most of this material in a very casual and easy way, 
with the expenditure of little time and effort, in so far as it is ob- 
tainable at all. Plainly does it mean an intelligence-examination of 
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the person’s entire individuality. ‘‘What further could be sought 
for or declared?”’ 

And so do we revert to the thesis of this modest presentation, 
namely, that it is important for accurate diagnosis in the art and 
science of medicine that due consideration should be given to the 
intelligence-status of the patient. 





STUDIES OF CATATONIA* 


I. Introduction 
BY CARNEY LANDIS, PH. D., 
DEPARTMENT OF PSYCHOLOGY, N. Y. STATE PSYCHIATRIC INSTITUTE AND HOSPITAL 

The clinical picture of catatonia in the dementia precox patients 
is comparatively clear-cut and well differentiated. The stuporous 
condition, negativism, cerea flexibilitas, and the excitement which 
involves stereotypy and mannerisms of the perseverational variety 
all appear to a varying degree in these patients. The essential 
basis of the disease remains unknown. It has been variously at- 
tributed to neuropathological changes of the cerebral cortex, to 
profound endocrine imbalance, to toxic conditions, to circulatory 
insufficiency, to psychological regression, to malign habit forma- 
tion, etc., ete. 

In the present series of studies we have limited ourselves to cer- 
tain aspects of the psychophysiology of the catatonic patient and 
have approached these problems from the standpoint of the ex- 
perimentalist. We have studied, both by direct observation and by 
a special form of photographie recording, the postures assumed 
and the amount of movement of the catatonic patient during his 
nocturnal period in bed. This interest grew out of the studies 
which have been made by Professor H. M. Johnson. He has ex- 
tensively investigated the phenomena of sleep of the normal indi- 
vidual, showing that the normal man changes his posture during 
sleep at rather regular intervals and that these postural shifts take 
place in a fashion which enables the various muscular groups to 
alternate between rest and active support. It seemed possible 
that the recording of the actual postural activity of the catatonic 
during his period of sleep would give us information concerning 
the way in which the organism made up for the exaggerated mus- 
cular conditions which must result from the stereotyped postural 
reactions of the day. We also desired information concerning the 
varieties of posture which the catatonic assumed during the period 
of sleep, so that we might compare them to the postures which the 
same individual exhibited when awake. 


*This series consists of seven studies; three of these are published in this issue, and the remainder 
will appear in the October number. 
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That the autonomic nervous system is somehow functioning im- 
properly in the catatonic patient has been theoretically assumed 
and partially demonstrated by several investigators. The electri- 
cal phenomena of the skin are to a great extent directly dependent 
upon the functional activity of the autonomic nervous system. Sev- 
eral experimental studies have made use of measurements of one 
or another variety of these electrical phenomena and have found 
some evidence that these phenomena show marked differences be- 
tween the catatonic and the normal individual. With this point in 
mind Study IV was undertaken. We were interested in three 
things; first, the proper methodology to be used in such measure- 
ments; second, the relation between the electrical phenomena and 
the catatonic syndrome; and third, the relationships which might 
be deduced from the investigation which would indicate something 
concerning the activity of the autonomic nervous system under the 
conditions of our observations. 

Perseveration in the ordinary types of ‘‘voluntary’’ activity is 
a commonly accepted symptom of catatonia. Studies V and VI 
present experimental evidence concerning perseveration in activi- 
ties which are not under the control of the voluntary nervous sys- 
tem. The galvanic skin response is, for all practical purposes, a 
purely autonomic response depending upon the autonomic nervous 
system. We have attempted to investigate this response from the 
standpoint of the establishment and disestablishment of the condi- 
tioned reflex. We have used not only catatonic patients but other 
psychotic, psychoneurotic, and normal individuals, comparing the 
phenomena between all groups. 

In general our purpose throughout all of these studies has been 
to take some one aspect of the disease syndrome and to investigate 
its particular phenomena in the hopes that we might learn more of 
the relative importance and relationships existing between the 
phenomena or symptoms involved. Our process is essentially one 
of attempting to unravel the various threads which are snarled 
together in this disease. If, later, it is possible to pull out the lead- 
ing factors in the psychophysiology of the catatonic, we may then 
be able to proceed more rationally at the problem of the essential 
etiology. 
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II. Central Control of Cerea Flexibilitas 
BY T. W. FORBES, PH. D., 
DEPARTMENT OF PSYCHOLOGY, N. Y. STATE PSYCHIATRIC INSTITUTE AND HOSPITAL 

Certain observations made on sleeping catatonic dementia pre- 
cox patients showed that cerea flexibilitas disappears during sleep. 
This indicates a quickly ‘‘reversible’’ process (probably nervous) 
underlying this feature of catatonic stupor, together with control 
of some sort by the central nervous system. Such a finding is im- 
portant enough to warrant further observation and analysis. 

The motility of sleeping patients was analyzed from observa- 
tions made by the experimenter, and from photographic time rece- 
ords. The observations were concerned with tonicity exhibited 
during passive manipulation, and the records with the frequency 
of movement shown by the pictures. 

Procedure in the Study of Sleep Postures: The patient was 
placed in a standard hospital bed in a hospital single room. Elec- 
trodes were bandaged on to four parts of the body—two to sudor- 
ific areas (palms or soles) and two to non-sudorifie areas (lower 
leg and backs of hands)—for the study of electrical skin resistance. 
The patient slept in his ordinary night clothing and without covers. 
Mazda lamps, totaling 1,250 watts, placed near the ceiling, served 
both to keep the patient warm and to provide light for photo- 
graphic recording. The recom temperature was further controlled 
by the ordinary steam heating and by regulating window ventila- 
tion. 

An electrical contact device (See Study III, following) attached 
to the springs of the bed actuated a snapshot camera each time the 
patient made a major bodily movement, and a delay device snapped 
the same camera again after the patient had maintained his new 
position without moving for 50 seconds. The pictures so obtained 
were taken successively on a strip of moving picture film. The 
face of a Telechron clock hung above the bed was photographed 
on every picture. It was, therefore, possible to tabulate from these 
pictures the number of moves made by the patient, the periods 
during which the patient lay quiet, and the positions assumed. 
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The device was set to a sensitivity such that the movement of a 
forearm or greater released the camera. Very slight movements, 
therefore, may have occurred during the periods recorded as quiet, 
but no move of any major proportion can have occurred. An ob- 
server was always on duty throughout the sleep period in an ad- 
jacent room which was fitted with a one-way screen for observa- 
tion, in order to insure that the automatic recording apparatus 
was functioning properly and to make notes of any unusual occur- 
rences. Most of the apparatus was also in this adjacent room. 

Ten male catatonic dementia precox patients were studied. The 
ease histories of two of these show that they were very definitely 
of the stuporous type and both of them exhibited the muscular 
state of cerea flexibilitas during their waking hours. However, 
both apparently tried to cooperate. 

Observations: It was observed that in the two cases showing 
C. F. (cerea flexibilitas) the waxy state completely disappeared 
with the onset of sleep. Patient Ci remained motionless, but ap- 
parently awake, during the complete duration of the first night in 
the experimental room. (This wakefulness on the first night was 
common to all patients, due to the necessity of sleeping in a lighted 
room and in unfamiliar surroundings.) On succeeding nights as 
Ci became more used to the situation, he appeared to sleep a fairly 
large proportion of the time. With the onset of deep breathing 
and snoring, the patient became motile, showing a cessation of the 
cataleptic rigidity. Forearms, which sometimes remained vertical 
after attachment of electrodes, fell limp across the body. 

In order to be more certain of this with patient Ch, the observer 
raised the patient’s arm or leg at intervals during sleep. In each 
case the limb dropped limp, although in similar trials with the pa- 
tient awake, the limb remained in position until pressure was ap- 
plied by the experimenter to replace it on the bed. 

Both Ci and Ch apparently attempted to cooperate and succeeded 
in performing such actions as walking, sitting down, moving a 
member, ete., upon command and with a slight amount of physical 
assistance in the act. Hence, we do not attribute the holding of pos- 
tures when awake to the ordinary type of negativistie reaction. 

Similar observations of the disappearance of the waxy state 
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during sleep were made at Kings Park State Hospital* in the case 
of three stuporous patients. All of these exhibited C. F. when 
awake. 

Table I summarizes the observational data and shows that in all 
cases the rigidity disappeared during sleep. 


TABLE I. SUMMARY OF OBSERVATIONS OF PATIENTS EXHIBITING CEREA FLEXIBILITAS 








Experimental situation 
Patient Ward behavior Awake Asleep 





Ci Stuporous Immobile Fairly mobile and motile 
Cerea flexibilitas (C. F.) 


Ch C. F. Leg remained in Leg fell limp. Arm fell 
air limp. Knee arched. Fell 
to bed laterally 
Ra* Typical waxy condition. 
Arms remained in odd Arm dropped limp 


postures, ete., C. F. 


Ya* In bed. Tube fed. Marked Same. Three trials. Finger 
C. F. Limb positions position not maintained 
maintained indefinitely. 


Bu* Passively resistive. Head Became tense Hand moved passively with- 
and arm positions main- on awaking out resistance. Fell limp 
tained. C. F. 








*Observed at Kings Park State Hospital. 


Objective Results: The average length of time during which the 
patients maintained a resting pose was calculated from the photo- 
graphic records of the face of the clock, made at the instant when 
the patient had held a resting pose for a period of 50 seconds and 
again at the beginning of the next move. The time between the 
50-second picture and the beginning of the next move gave the 
length of the rest period. The total sum of these periods of rest 
divided by the number of such moves gave the average number of 
minutes’ rest. 

Table IT shows the average length of quiet periods for 10 cata- 
tonic patients, 2 of which were the C. F. cases already mentioned. 
Since it was impossible to determine the moment of onset of sleep, 
and since it was evident that the onset occurred earlier and that 
sleep continued for a greater proportion of time after the first one 


*We are indebted to Mr. James Page, Kings Park State Hospital, for these observations. 
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or two nights, the comparisons are made on a nightly basis. For 
example, patient Ci lay still, on the first night, an average of 118 
minutes at a time; on the second night 19.5 minutes; on the third 
night 27.2 minutes; and on the fourth night 51.4 minutes. On the 
first night of the experiment this patient was taken out of bed, 
due to incontinence, so that the actual length of time during which 
he probably would have lain without moving was 474.0 minutes. 
In other words, the record shows that patient Ci lay practically mo- 
tionless and wakeful at the start of the experiment but became very 
much more motile on the succeeding nights when observation indi- 
cated that his sleep was sounder. 


TABLE II. MoTiniry OF CATATONIC DEMENTIA PRACOX PATIENTS DURING SLEEP 








Patient Average length of quiet periods in minutes 














ist night 2nd night 3rd night 4th night 
Cr Ci 118.5 19.5 27.2 51.4 
474.0** 
Ch 30.7 38.9 9.4 11.7 
Po 8.0 8.8 4.7 3.9 
Fe 6.6 15.0 8.1 6.9 
Others Ma 4.6 10.0 9.4 8.9 
St 3.6 15.6 10.9 8.6 
Si 5.9 8.8 5.3 
Pr 6.1 9.3 7.6 9.7 
Sa 9.5 8.1 6.3 22. 





Li 7.2 8.0 5.4 7.4 


**This figure is more nearly representative. The patient was taken out twice due to incon- 
tinence. He remained awake and motionless for the full duration of the night. 

The record for patient Ch similarly shows more motility on the 
last two nights. The photographic record, therefore, corroborates 
the observations, i. e., that the C. F. state disappears with the 
onset of sleep. 

The remainder of Table II shows that the catatonic patients who 
did not exhibit C. F., showed an average amount of motility during 
the first night, when they were probably either awake or sleeping 
very lightly. Furthermore, they did not show a gross diminution 
in the length of rest periods, as did the two C. F. patients. The 
last eight records may, in a sense, serve as control figures with 
which to compare the records from the C. F. eatatonies. 
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For purposes of comparison our figures may be compared with 
those obtained in the studies by Johnson on normals,* * as we have 
done in Table III. The table shows the most typical length of rest 
periods for normal college men and middle-aged men. It also 
shows the range of average time of quiet rest which occurred be- 
tween the most active and the least active sleeper in the normal 
group studied. 


TABLE IIT. MorTiniry or NORMAL HEALTHY SLEEPERS* 








Average length of quiet periods in minutes 





Most active Least active Most typical 
Unselected college 7.3 21.5 12.8 
Middle-aged men 6.3 12.5 9.0 








*From a study by H. M. Johnson.3 


Comparing catatonic motility, as shown in Table IJ, with the 
normal motility, as shown in Table III, it will be seen that the pa- 
tients exhibiting C. F. were far less motile on the first two nights 
respectively than even the least active normal sleeper. However, 
they tended to approach normal motility on the succeeding nights 
(with greater time spent in sleep). Considering all the remaining 
eight catatonic patients (who did not show C. F.) it will be seen 
that in general they fall close to, or within, the range of motility of 
the normal, healthy man. 

Both our observations and photographie records, therefore, indi- 
eate that, (a) C. F. disappeared during the sleep state; (b) the 
waxy rigidity of the waking state approached normal motility with 
the onset of sleep; (c) the remaining patients generally showed 
normal sleeping motility. 

Theoretical Discussion: Most of the previous work, in which 
any sort of experimental data have been obtained on ecatalepsy, has 
been an attempt to produce catalepsy experimentally, particularly 
with bulbocapnine. This work has been critically treated by Fer- 
raro and Barrera.’ They found in their own work, that bulbocap- 
nine rigidity appeared both with and without an intact cerebral 
cortex, and obtained evidence (1, p. 106) that the rigidity may be 
essentially a muscular phenomenon and one not necessarily involv- 
ing the central nervous system. In their opinion, it is therefore 


T. W. FORBES, PH. D. 543 


not to be confused with catatonic catalepsy of the sort occurring in 
dementia precox. These authors also call attention to Pavlov’s 
concept that catalepsy occurs as the inhibition of lower centers 
becomes complete. 

Previous work on the neurological mechanism of sleep is also 
basic in the interpretation of our data. Kleitman’® pointed out 
that the work on sleep has led to two general possibilities in sleep 
theory. The first of these posits an inhibition of cerebral and lower 
centers by impulses from cortical sources. The second posits a 
functional break in the periventricular grey or in the thalamus, 
which, so to speak, disconnects the cortex from the rest of the sys- 
tem. The studies demonstrating sleep centers in the ventricular 
grey and thalamic regions would be included under the latter the- 
ory. On the basis of these interpretations of known data on sleep, 
the disappearance of C. F. during sleep must be either: (1) due 
to inhibitory cortical activity, which activity also results in sleep; 
(2) the result of the ‘‘disconnection”’ or ‘‘depression,’’ during 
sleep of the cortical impulses occurring during the waking state; 
or (3) a by-product of such a postulated activation of the lower 
sleep centers, which produces this hypothetical functional break or 
depression in cortical function. The rapid return of the C. F. 
on waking makes it impossible to suppose that a toxie process or 
chemical change of a fairly slow nature is responsible. Regardless 
of which of these alternatives is correct, our data shows that C. F. 
must be dependent upon some form of activity of the central nerv- 
ous system. We, therefore, have a confirmation of the point made 
by Ferraro and Barrera’ that dependence of experimental cata- 
lepsy on the central nervous system must be shown before a given 
type of experimental catalepsy may be validly identified with cata- 
tonic catalepsy. 

Ranson and Ingram® have reported that lesions between the 
mammillary bodies and the third nerve in the eat produce somno- 
lence which goes with exaggerated plastic tonus. They suggest 
that, especially in cases of pathologic sleep, an attempt to localize 
more definitely the above lesions may explain the occurrence of 
somnolence with catalepsy in some patients, and with relaxation in 
others. The fading out of the waxy rigidity in sleep, which we ob- 
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served, indicates that if data from the study of such lesions as 
these are to be made applicable to the study of catatonic catalepsy, 
some provision must be found for a reversible or ‘‘functional”’ 
process. That is, the C. F. state cannot depend upon a lesion or on 
a chronic toxic condition lasting over a period of weeks or months 
during which the waxy state is present. 

Finally, it is to be noticed that a prone posture upon the bed, 
which might be expected to induce general relaxation, did not elim- 
inate the waxy state in our patients. Hence, we may attribute the 
fundamental effect not to relaxation, but to the changes occurring 
with the onset of sleep. 

Our results suggest the inclusion in future studies of experimen- 
tal catalepsy, which are aimed at elucidating the C. F. condition, of 
a determination of the additional effect of stimulation of sleep cen- 
ters. The elimination of the experimental catalepsy by such stim- 
ulation would tend to identify the experimental catalepsy with 
catatonic dementia preecox catalepsy. 


SUMMARY 


1. Observational and photographically recorded data showed 
that cerea flexibilitas, which was present quite markedly in two 
stuporous catatonic dementia precox patients, disappeared with 
the onset of sleep. The motility of these two patients, which was 
very low during the waking state, became much greater during 
sleep, approaching, although not reaching, the range to be expected 
from normal sleepers. 


2. Three other patients observed at Kings Park State Hospital, 
who exhibited the waxy state during waking hours, showed similar 
relaxation during sleep. 

3. Eight non-cataleptic dementia precox patients showed no 
marked change between the waking and the sleep state in similar 
records of motility. Their sleeping motility was quite comparable 
to that of the healthy normal individual. 

4. Our results indicate that studies of experimental catalepsy 
which attempt to explain the waxy state in dementia precox pa- 


T. W. FORBES, PH. D. 545 


tients must provide a ‘‘functional’’ mechanism so that the quick 
reversibility obtained at the onset or end of sleep, is accounted for. 


od 


5. On the basis of present knowledge, it seems safe to say that 
activity of either cortical or lower brain centers must be directly 
or indirectly responsible for the occurrence of cerea flexibilitas in 
stuporous catatonic dementia pracox patients. Future studies of 
experimental catalepsy in animals might well include a determina- 
tion of the effect on the experimental catalepsy of the stimulation 
of sleep centers. If the elimination of the catalepsy by such stimu- 
lation occurred, it would be a criterion for the identification of the 
experimentally produced catalepsy with that occurring in the stu- 
porous dementia pracox cases. 
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III. Bodily Postures Assumed While Sleeping 
BY P. H. DU BOIS, PH. D., AND T. W. FORBES, PH. D., 

DEPARTMENT OF PSYCHOLOGY, N. Y. STATE PSYCHIATRIC INSTITUTE AND HOSPITAL 

An analysis of the bodily postures assumed by the sleeping cata- 
tonic patients was made from the photographie records which 
have been described in Study I and II, ** of this series. We wished 
to determine whether or not foetal poses occurred more frequently 
in catatonics than in normals, as one might assume on the basis of 
Kempf’s’ theory of regression. The actual postures assumed dur- 
ing sleep were classified by means of a scale, Fig. I, developed for 
the purpose. This scale provides a method of comparing the sleep 
postures of normals and abnormals and of experimentally evaluat- 
ing the doctrine that the regressed catatonic tends to adopt foetal 
postures. 

Photographs of typical sleeping postures were used as units of 
the scale. The vertical divisions of the scale represent three de- 
grees of longitudinal extension of the body, i. e., curl, half-curl, and 
straight (full extension). From left to right (positions 1 to 8), the 
seale divides into eight equal steps the 360 degrees through which 
the sleeper may roll. Thus position 8 is face down, position 6 is 
90 degrees left, position 4, face up, and position 2, 90 degrees 
right. 

Actual photographs were chosen to represent the typical posi- 
tions. Two postures, theoretically possible, were not found among 
our photographs of sleeping catatonics. Arm, leg, and head posi- 
tions are considered as contributory to the posture of the body as 
a whole. In using the seale, efforts were made to determine which 
of the typical key positions was most nearly the equivalent of the 
picture under consideration. If one leg was stretched out and the 
other drawn up close to the trunk, the position was classified as 
intermediate between ‘‘Curl’’ and ‘‘Straight,’’ that is to say, 
** Half-Curl.”’ 

The scale is admittedly rough in that the units of posture change 
are fairly gross. It has been used merely as a convenient and 
practical method of classifying a large number of records for the 
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purposes of this study. Finer divisions might be interpolated if 
they are desired in more detailed studies. 
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In order to derive an opinion as to the reliability and workabil- 
ity of the seale, we had three judges make independent estimates 
of each posture assumed by the 10 subjects during a total of 39 
nights, the judgments being made most conveniently in terms of 
the number and letter code. In treating the results the consensus 
of the judgments was determined, together with the deviations 
from the consensus. From the deviations, it was possible to esti- 
mate the reliability of the scale. 
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In judging the sleep postures of the 10 catatonic patients, posi- 
tions assumed while the patient was awake were eliminated, as far 
as possible, by reference to the pictures and to the observer’s 
notes. Movement sufficient to release the camera and to take a 
new pair of photographs was not considered sufficient to warrant 
a rating as a new posture unless the consensus of judgment of the 
three judges rated it as different from the previous one. 


Reliability of the Scale: A certain amount of difference of opin- 
ion is to be expected whenever judgments are made by different 
individuals. The degree to which judges are able to obtain similar 
results by means of the scale is a measure of the value or reliabil- 
ity of the scale. The data summarized in Table I give the average 
deviations of the ratings from the true ratings as determined by 
the consensus of the three judgments. Of 698 sleep postures rated, 
the three judges agreed exactly in 386, or more than half of the 
instances. With respect to 105 postures, there were deviations of 
one horizontal position in the scale, e. g., one judge might have 
called a position ‘‘Curl’’ which the other two judges called ‘‘ Half- 
Curl’’; while with 130, there were deviations of one vertical posi- 
tion in the scale. In 77 postures there was a deviation of two or 
three positions. Again, when the total of 2,094 separate judges’ 
ratings is considered, 181 deviated horizontally and 212 vertically 
on the seale, giving average deviations from the consensus of 0.10 
position vertically and 0.09 position horizontally. The agreement 
between the judges was, therefore, reasonably close. 


TABLE I. CONCURRENCE OF JUDGMENTS OF PHOTOGRAPHIC RECORDS 





POSTURES 











Number of postures in judgment of which 



































Total disagreement occurred 
postures Agreed Horizontal Vertical 2 or more Total 
1 division 1 division scale divisions disagreed 
698 386 105 130 77 312 
RATINGS 
Total Number of individual judges’ ratings Average deviation in 
ratings Agreed which deviated from consensus scale divisiorts 
Horizontal Vertical Total Horizontal Vertical 





2,094 1,701 181 212 393 09 10 
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Evidence for the Existence of Sleep Habits: The total number 
of positions in the three classifications of ‘‘curl,’’ ‘‘half-curl,’’ and 
‘‘straight’’ assumed by the different patients on the first two and 
last two nights have a correlation of +0.69 with each other. It 
may, therefore, be taken as demonstrated that a patient tends to 
assume the same type of posture with regard to curvature of the 
body and also with regard to degree of rotation on his longitudinal 
axis, in different experimental periods. Table II illustrates this 
point, by showing the postures assumed by two of the patients. 
That is, Patient L, shows a predominance of straight position 4, 
and half-curl position 4. Patient P, on the other hand, assumes 
most frequently curl position 5, and half-curl position 5. 

TABLE II. FREQUENCY OF POSTURES ASSUMED BY TWo PATIENTS DuRING THR Two 
PairRS OF NIGHTS 
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Patient L C. H.C. 8. 
1st 2 
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Nature of the Sleep Postures of Catatonics: The doctrine ad- 
vanced, especially by Kempf,’ holds that certain neuroses and psy- 
choses involve a regression to a more comfortable preceding level 
of existence and that this regression is often illustrated by the 
patient who assumes ‘‘foetal’’ postures. The regression is im- 
plied to be the result of an autonomic craving (2, esp., p. 191). If 
this theory holds true, the catatonics studied should show a greater 
tendency to adopt foetal poses than do normals. This should be 
especially true during sleep when autonomically derived cravings 
might be supposed to have a freer rein. 

An analysis was made of the extent to which the sleep postures 
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of the catatonic patients were ‘‘foetal.’’? Table III shows that they 
were not foetal to any unusual extent. Of 698 postures assumed 
by 10 patients, only 61, or 9 per cent, were ‘‘curl’’ (or foetal), and 
of a total of 17,874 minutes of sleep only 1,188 minutes or 6 per 
cent were spent in foetal postures. The position occurring most 
frequently for the different individuals was ‘‘straight,’’ position 4, 
(flat on the back). For instance, one patient assumed this straight 
posture 12 times during the first two nights and 11 times during 
the second two nights; another 9 times during the first two nights 
and 8 times during the second two nights, ete., while they assumed 
other positions less frequently. This is also the position which 
when taken was held longest, the average time being 42.7 minutes, 
or more than 12 minutes longer than any other position. Refer- 
ence to Table III also shows that for the group as a whole, the 
fully extended position was held the longest. 


TABLE III. SUMMARY OF POSTURES 








Catatonic Dementia Precor (10 subjects) 








Type of position Occurrence Time maintained 
Number Per cent Minutes Per cent 
Curl (foetal) 61 9 1,118 6 
Half-curl 358 51 7,457 42 
Straight 279 40 9,299 52 
Total 698 100 17,874 100 








Normal (1 subject) 





Curl (foetal) 1 7 20 4 
Half-curl 8 57 326 68 
Straight 5 36 134 28 
Total 14 100 480 100 








For a completely valid study of the sleep postures of catatonics, 
a number of normal controls should, of course, be used. At pres- 
ent, ratings of sleep postures of normals are available for only one 
subject during one night. Table III shows that there was no sig- 
nificant difference between the postures of this normal subject and 
those of the patients. Furthermore, Johnson reports as great or 
greater occurrence of foetal postures in normals than that shown 
in our results above for catatonic dementia precox.* Our results, 


*We are indebted to Dr. H. M. Johnson for this information and for the photographic records 
of the one normal subject reported in Table III. 
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therefore, do not support the theory that psychoties show ‘‘regres- 
sion’’ by assuming foetal poses to a greater extent than do normals. 

In order to determine the nocturnal or sleeping postures of pa- 
tients who markedly exhibited the ‘‘foetal’’ pose during the day, 
observations were made for us at Rockland State Hospital** on 
two such cases. One patient, diagnosed as paranoid dementia pre- 
cox, maintained a jack-knife position on the floor, with his head 
in the corner during most of his waking time. The other, diag- 
nosed catatonic dementia pracox, habitually sat with his knees 
clasped to his chest and his head drooped forward. The paranoid 
patient was found to be sleeping in ‘‘half-curl”’ or ‘‘straight’’ pos- 
tures in 9 out of 13 observations made at regular intervals during 
the night for 5 consecutive nights. The catatonic also was found 
in ‘‘half-curl’’ or ‘‘straight’’ postures in 5 out of 8 observations 
made on two consecutive nights. These observations are in accord 
with those which we have made and reported in this study. 


SUMMARY 


1. A two-dimensional sleep posture scale had been devised, by 
means of which photographs of the postures of sleeping subjects 
may be rated for (a) curvature of the body and (b) degree of 
rotation of the body. Arm, leg, and head positions are considered 
as contributory to the posture as a whole. 

2. The average deviation of each judgment of each judge is 
0.086 position on the scale in regard to curvature, and 0.101 posi- 
tion on the scale in regard to degree of rotation of the body on its 
longitudinal axis. 

3. The scale was applied to the postures of 10 catatonic patients 
during a total of 39 nights. Evidence of preferential nocturnal 
postures was found. 

4. ‘Curl’’ or foetal postures constituted less than 10 per cent 
of the number of postures assumed. Less than 7 per cent of sleep- 
ing time was spent in foetal postures. Comparison with one nor- 
mal subject showed no significant difference. There was, there- 


**We are greatly indebted to Mr. I. W. Sherer of Rockland State Hospital for these obser- 
vations. 


JULY—1934—H 











552 STUDIES OF CATATONIA 


fore, no evidence supporting Kempf’s theory of regression so far 
as the assumption of foetal postures was concerned. 

5. Two patients who maintained extreme curl or ‘‘foetal’’ posi- 
tions during the day were found to assume a normal range of 
positions during sleep. 
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HEREDITARY AND ENVIRONMENTAL FACTORS IN THE CAUSATION 
OF DEMENTIA PRAECOX AND MANIC-DEPRESSIVE PSYCHOSES 


BY 
HORATIO M. POLLOCK, BENJAMIN MALZBERG AND RAYMOND G. FULLER 


Cuapter IIT 
Family Stock of Dementia Precox Patients 


The study of causative factors in dementia precox may begin ap- 
propriately with an analysis of the family stock of such patients. 
Because of the difficulty of finding specific environmental or exo- 
genous factors adequate to account for the origin and development 
of the disorder, there has been a tendency to favor the viewpoint of 
heredity. Such an interpretation must find its basis in the investi- 
gation of the frequency of mental disorders among the relatives of 
patients with dementia precox. Logically, of course, the existence 
of several cases of a disease within a family is not conclusive proof 
of inheritance, for environmental factors may have caused them 
all, as in the case of typhoid infection. On the other hand, the ab- 
sence of exceptional frequencies of mental disease within a family 
stock, must be interpreted as proof of the lack of a hereditary 
basis. For this reason it is essential to clear the ground by begin- 
ning with a survey of the family stock. 

The basic material of this study consists of the family histories 
of 175 patients with dementia precox received at the Utica State 
Hospital during the three years 1928 to 1930, inclusive. As in the 
case of the manic-depressive probands studied in the preceding 
chapters, no selection was exercised in the choice of patients, other 
than the existence of a well-defined psychosis. The histories were 
gathered from the testimony of the patient, the relatives and other 
interested and informed individuals. Wherever possible, the au- 
thenticity and accuracy of the data were checked by social workers, 
both at the hospital and in the field.’ 

Of the 175 patients, 92 were males and 83 females, a ratio of 110.8 
males to 100 females. This is a close approximation to the sex ratio 
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among all first admissions with dementia precox to the New York 
civil State hospitals.? It differs significantly from the sex ratio 
among first admissions with manic-depressive psychoses. In the 
latter group in this period females predominate among first admis- 
sions in the ratio of 157.0 females to 100 males.* 

The 92 males with dementia precox had an average age of 32.3 
years at the time of admission to the Utica State Hospital. The 88 
females were older, their average age at admission being 35.2 
years. These averages differ significantly from those for the 
manic-depressive probands. Among the latter the males and 
females averaged 39.3 and 42.3 years, respectively. The two psy- 
chotie groups show striking differences with respect to age at onset 
of the disease. Thus in the manic-depressive group the average 
age at onset was but slightly less than the average age at admis- 
sion.* Among the dementia precox patients, however, there was 
a significant interval between onset of the disease and admission 
to the hospital. Among the males the average age at onset was 
29.3 years, compared with 32.3 years at admission. Among the 
female patients the corresponding averages were 31.0 and 35.2 
years, respectively. It is evident, therefore, that dementia pracox 
develops at a much younger age level than do the manic-depressive 
psychoses, the average difference in these groups amounting 
roundly to 10 years. 

Of the 92 males with dementia pracox, 69 were described as of 
average intelligence, 20 of borderline intelligence, and 3 as morons. 
Of the 83 females, 61 were of average intelligence, 15 of borderline 
intelligence, and 7, morons. Approximately 25 per cent of the pa- 
tients were therefore retarded or of borderline intelligence. This 
is in significant excess of the corresponding percentage among the 
manic-depressive probands. Equally significant is the high per- 
centage of morons among the admissions with dementia precox. 

The following table summarizes the nativity and parentage of the 
175 patients, 
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TABLE 1. NATIVITY AND PARENTAGE OF PATIENTS WITH DEMENTIA PRCOX 




















Number Per cent 

Males Females Total Males Females Total 

Native Dorn ...2.0csscccces 70 56 126 76.1 67.5 72.0 
Of native parentage .... V4 34 78 47.8 41.0 44.6 

Of foreign parentage .. 16 15 31 17.4 18.1 17.7 

Of mixed parentage.... 10 7 17 10.9 8.4 9.7 
Foreign-born .....scccccses 22 27 49 23.9 32.5 28.0 
BOE ite GHia ccna Omns 92 $3 175 100.0 100.0 100.0 











Of the 175 patients, 126, or 72.0 per cent, were native born and 
49, or 28.0 per cent, foreign-born. Natives of native parentage 
constituted 44.6 per cent of the total; those of foreign parentage 
and of mixed parentage constituted 17.7 and 7.9 per cent, respec- 
tively. When fluctuations in small samples are considered, these 
are in close agreement with the corresponding distributions with 
respect to nativity and parentage among the manic-depressive pro- 
hands.” They differ significantly, however, from the correspond- 
ing distributions among all first admissions, the latter including 
fewer natives and more foreign-born. This is due to the fact that 
the 175 patients with dementia precox came from the central part 
of the State of New York, which includes relatively more natives 
than does the metropolitan district about New York City, from 
which come more than half of the total admissions to the State 
hospitals. Significant differences appear in contrast with the 
general population of the State of New York.® Of the latter 35.5 
per cent were natives of native parentage, and 26.6 per cent, natives 
of foreign parentage; among the dementia precox probands the 
corresponding percentages were 44.6 and 17.7, respectively. 

We may also note that of the 126 native patients, 114, or 90.5 
per cent, were born in the State of New York and 12, or 9.5 per 
cent, in other states. Among the manic-depressive probands the 
corresponding percentages were 85.0 and 15.0, respectively. 


The nativity of the foreign-born is shown in the accompanying 
table, 
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TABLE 2. NATIVITY DISTRIBUTION OF FOREIGN-BORN PATIENTS WITH DEMENTIA PR.ECOx 














Nativity Males | Females | Total 
aac ik aid Ww 0099s CER RRRE DRDO HE eb ECR a EOS 1 1 
eta goa each aie eM arijS ad blab eb Wik eines Raia Aas ae 2 2 
SESS Ae CE Se rr ee ee ee ee eee 3 3 
Is ks ca atib x kb ond ase a Awd aha be eS Saws Se ees 1 1 
BE wc cca ce cenciccscvcacsscccesenesscocescsececess 1 1 
MPOETERDT 500s icc ciccerssercrcecscceeserbceesecesecesses 3 2 5 
oe els awn ian 6 dace ehhhs Meee bathed ehecds a 2 2 
On ge A ee ee rere Tae ere re ee re ee ati 2 2 
Peer eee Terror TTT TTT TTT RTE TT TTL TTT 11 4 15 
EEG Sate RE ae ee ee en ec are eee 1 1 
ea ate os ai iidtgia wi ek 8 Kinin wb Se MO Aid Oct ee aie wie 5 6 11 
Sth ie wikicikin. ci 6-5 ae wie OE MAUA ORS AGG 0 04S ORO de 2 1 3 
an as inca g ei Bibs 418 6658 cd md neh Reale ON Store wa D's aie 2 2 
era e256, 0.5 pe Usa: hdiS. 5 bib AMSG tA IN ANP bela ol8 22 27 49 








Of the 49 foreign-born patients, 15 were born in Italy, 11 in 
Poland, and 5 in Germany. This differs from the distribution of 
the foreign-born among all first admissions in the low representa- 
tion of patients born in Russia and Ireland. It differs from the 
nativity distribution of the manic-depressive patients in the pres- 
ence of only 1 patient born in England. 

The following table summarizes the economic status of the 
patients. 


TABLE 3. ECONOMIC STATUS OF PATIENTS WITH DEMENTIA PRXCOX 



































Number Per cent 
Economic status a 
Males Females Total Males Females Total 
| errr eer err ee 6 9 15 6.5 10.8 8.6 
NE WSN 6. 3;6. a:b elbaiwinae.o-0'so 72 60 132 78.3 72.3 75.4 
SIGUE hin cins os 00d e600 14 14 28 15.2 16.9 16.0 
Pa gi his Fiber ws Beit 92 83 175 100.0 100.0 100.0 











Of the 175 patients, 15, or 8.6 per cent, were classified as depend- 
ent; 132, or 75.4 per cent, as marginal, and 28, or 16.0 per cent, as 
in comfortable economic circumstances. As in the case of the 
manic-depressive probands, this represents a smaller percentage 
of patients in marginal circumstances, and a higher percentage in 
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—— 
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comfortable circumstances, in comparison with the economic status 
of all first admissions. 

The occupational classification of the patients is a further guide 
to their social status. There were only three professional types 
among the males, one being a physician, another a newspaper re- 
porter, and the third a draftsman. There were 13 skilled workers, 
such as carpenter, baker, printer, tailor, bricklayer, and 8 clerical 
workers. Thirty patients were unskilled laborers, and 10 were 
farmers or farm laborers. The economic classification of the fe- 
male patients was in more than half of the cases determined by 
that of the husband, or father, these patients being described as 
housewives. Of those employed, 9 were domestics. 

The marital status of the patients is summarized in the accom- 
panying table. 


TABLE 4. MARITAL CONDITION OF PATIENTS WITH DEMENTIA PRAZCOX 

















Number Per cent 
Males Females Total Males Females Total 
DO: a srcdcuisepeasdesoasaons 71 31 102 77.2 37.3 58.3 
NED. 05 ia be ale hue ered de a a 20 44 64 21.7 53.0 36.6 
PERN 5655S 2a 6400440 e808's é* 6 6 - 7.2 3.4 
NE SSK aa eked a oe awe 1 ee 1 11 ie 0.6 
Beparated ..cccsccsesccesvcces oe 2 2 ee 2.4 1.1 
Ga ¢ bce wees < 92 83 175 100.0 100.0 100.0 














Of the 175 admissions, 102, or 58.3 per cent, were single, and 64, 
or 36.6 per cent, married. A total of 9 were either widowed, di- 
voreed or separated. There is a marked sex difference. Among 
the 92 males, 71, or 77.2 per cent, were single and only 20, or 21.7 
per cent, married. Among the 83 females, on the other hand, 44, 
or 53.0 per cent, were married, and 31, or 37.3 per cent, single. 
These differ markedly from the corresponding statistics among the 
manic-depressive probands. Of the latter, 27.7 per cent were single 
and 61.3 per cent, married.’ The difference is accounted for only 
in part by the younger age level of the dementia precox group. 
Compared with all first admissions, there is a higher percentage of 


single and a lower percentage of married among the patients with 
dementia praecox. 
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The following table summarizes the distribution of siblings in the 
families of the patients with dementia precox. 


TABLE 5. NUMBER OF SIBLINGS IN FAMILIES OF PATIENTS WITH DEMENTIA PRA&COX 








Number of siblings 
in family 


— Total families 


female patients 


Families of 
male patients 


























(including patient) Number Per cent 
1 11 3 14 8.0 
2 12 8 20 11.4 
3 14 9 23 413.1 
4 7 15 22 12.6 
5 15 14 29 16.6 
6 8 9 17 9.7 
7 5 6 11 6.3 
8 7 7 14 8.0 
9 3 4 7 4.0 

10 and over 10 8 18 10.3 
Total 92 83 175 100.0 








There was an average of 5.2 siblings per family. Among fam- 
ilies of male and female patients the averages were 4.9 and 5.5, 
respectively. These are less than the corresponding averages 
among the manic-depressive group. This may possibly be ae- 
counted for by the younger ages of the dementia precox group and 
the possibility of dealing with as yet uncompleted families among 
them. 

The following table summarizes the order of birth of the patients. 


TABLE 6. ORDER OF BIRTH OF PATIENTS WITH DEMENTIA PR2ZCOX 




















—* | Males | Females | bie 
| Number Per cent 

28 13 41 23.4 

2 26 25 51 29.1 
3 12 12 24 13.7 
4 5 17 22 12.6 
5 7 6 13 7.4 
6 5 6 11 6.3 
7 4 1 5 2.9 
8 3 i 3 ie | 
9 2 2 1.1 
10 and over 2 1 3 1.7 
Total 92 83 175 100.0 
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On the average the patients ranked 3.1 in order of birth. The 
average rank of the males was 3.0 and of the females 3.2. The cor- 
responding averages of the manic-depressive patients were 3.3 and 
3.8, respectively. 


The preceding considerations furnish a picture of the general 
social background of the patients, and make possible a clearer un- 
derstanding of the nature of the family stock. The latter may now 
be studied in order to determine the frequency of mental disease 
among the relatives of patients with dementia precox. The general 
procedure will consist in a comparison of the general expectations 
of mental disease with the frequencies in the several degrees of re- 
lationship. The general approach and a description of the statisti- 
cal technique are explained at length in Chapter I, in connection 
with a similar analysis of the family stock of patients with manic- 
depressive psychoses.* 

Table 7 provides data concerning the families of the 175 patients 
with dementia precox. Included in the analysis are grandparents, 
parents, uncles, aunts, brothers, and sisters. These provided a 
total of 2,753 relatives. 

No details were recorded in 238 cases, leaving a total of 2,515 
individuals with recorded histories. In this latter group there were 
74 psychotic individuals. These included 5 cases of senile psycho- 
ses, 4 of psychoses with cerebral arteriosclerosis, 1 general paraly- 
sis, 1 aleoholie psychosis, 2 psychoses with other somatie diseases, 
16 manic-depressive psychoses, 1 involution melancholia, 17 cases 
of dementia precox, 2 of paranoia, 1 epileptic psychosis, 1 psycho- 
neurosis, 1 psychosis with psychopathic personality, 2 psychoses 
with mental deficiency, and 20 undiagnosed psychoses. On the 
basis of the average epectations of mental disease among 
males and females in the State of New York there should 
have been a total of 94.6 cases of mental disease in this 
group of relatives. Part of the deficiency undoubtedly results 
from incomplete family histories. Many of the relatives are 
foreigners, concerning whom information is entirely by here- 
say. Complete and verified histories, it may be surmised, 
would therefore increase the total of ascertained cases of men- 
tal disease, but we have no basis for making the proper adjust- 
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ment. The ascertained total is low, in addition, because of the in- 
coniplete exposure of the group. Those still alive at the time of the 
adinission of the probands to the Utica State Hospital remain ex- 
posed to tie probability of a mental disorder during the remainder 
of the life span. Such individuals totaled 1,312. On the basis of 
the known expectations for the general population,’ we may deter- 
mine the number of cases of mental disease that may be expected in 
this group. This expectation is conservative, especially when one 
considers that the group includes many individuals with neurotic 
traits, which may furnish a basis for the development of a psycho- 
sis. The anticipated number of cases in this group is 47.5. Add- 
ing this to the 74 actual cases, we obtain a total of 121.5, which is 
well in excess of the expected total of 94.6. 

The expectations for the several degrees of relationship are 
shown in Table 7. 


TABLE 8, COMPARISON OF EXPECTED WITH ‘CORRECTED’ TOTAL OF ACTUAL CASES OF 
MENTAL DISEASE IN THE FAMILIES OF 175 PATIENTS WITH DEMENTIA PRA&COX 





























Number with Expected Actual known oA 
Relationship known cases of men-| cases of men- Anticigetes 

histories | tal disease tal disease —— 

| Se ee ere ree 174 7.0 4 2.4 
A Ars etree 174 6.1 13 2.8 
Paternal grandfather ...... 135 5.4 2 0.2 
Paternal grandmother ...... 135 4.7 5 0.4 
Maternal grandfather ...... 134 5.3 5 0.2 
Maternal grandmother ...... 137 4.8 1 0.7 
Paternal uncles ............ 237 9.5 6 4.5 
Patermal aunts ...ccsccsves 200 7.0 4 3.5 
Maternal uncles ........... 242 9.7 7 4.5 
Maternal aunts ............ 23 8.1 5 4.2 
NR a getia wlohe ob adhe vine 374 15.0 11 12.7 
Eee, eee 342 12.0 11 11.4 
NE Sib viesk We <cai obo. 2,515 94.6 74 47.5 














It should be noted that in several of the generations the recorded 
totals of mental disease are affected by the number of incomplete 
histories. This is especially true of the grandparents. The totals 
therefore represent only minimum results. 
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FREQUENCY OF MENTAL DISORDERS AMONG THE RELATIVES OF 175 PATIENTS WITH DEMENTIA PR2COX 


TABLE 7. 
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Among the 174 fathers with recorded histories there were 4 
known eases of mental disease, including 2 manic-depressive psy- 
coses and 2 of dementia precox. Those still exposed to mental dis- 
ease totaled 83, among whom we may anticipate 2.4 cases of mental 
disease, giving a total of 6.4, as compared with an expectation of 
7.0. Among the mothers, there were 13 psychoses, including 1 sen- 
ile psychosis, 1 psychosis with other somatic disease, 3 of manic- 
depressive psychoses, 4 dementia precox, and 4 undiagnosed psy- 
choses. There were 91 mothers still exposed to mental disease, 
with a reasonable anticipation of 2.8 cases, making a total of 15.8, 
compared with an expectation of only 6.1 cases. Among the 269 
grandfathers there were 7 psychoses, including 1 senile, 1 general 
paralysis, 2 manic-depressive, 1 paranoia, and 2 undiagnosed psy- 
choses. There is a further anticipation of 0.4 cases, giving a total 
of 7.4, compared with an expectation of 10.7. Among the 272 
grandmothers there were 6 psychoses, including 1 senile, 1 manic- 
depressive, 1 involution melancholia, and 3 undiagnosed psychoses, 
There is an anticipation of 1.1 cases, giving a total of 7.1, compared 
with an expectation of 9.5. Among the uncles there were 479 with 
recorded histories, including 13 psychoses, of which 1 was a psy- 
chosis with cerebral arteriosclerosis, 1 alcoholic, 1 psychosis with 
somatic disease, 4 manic-depressive, 2 dementia precox, 1 epileptic 
psychosis, 1 with psychopathic personality, and 2 undiagnosed. 
Among those still exposed to a mental disease there is an anticipa- 
tion of 9.0 cases, giving a total of 22 cases of mental disease, com- 
pared with an expectation of 19.2. The 431 aunts with adequate 
histories included 9 psychoses, of which 2 were manic-depressive, 
2 dementia preecox, 1 psychoneurosis, 1 with mental deficiency, and 
3 undiagnosed. There was a further anticipation of 7.7 cases, a 
total of 16.7, compared with an expectation of 15.1. Beeause of 
accessibility to investigation, the most reliable data is that refer- 
ring to the siblings of the patients. There were 381 brothers, 
among whom there were 374 complete histories. These included 
11 psychoses, of which 1 was a senile psychosis, 1 psychosis with 
cerebral arteriosclerosis, 4 dementia precox, 1 psychosis with men- 
tal deficiency and 4 undiagnosed. There were 282 still exposed to 
a mental disease, among whom one may anticipate 12.7 cases, giv- 


«-/ 
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ing a total of 23.7, as compared with an expectation of 15.0. The 
353 sisters included 342 with adequate histories. Among the latter 
there were 11 psychoses, including 1 senile psychosis, 2 with cere- 
bral arteriosclerosis, 2 manic-depressives, 3 with dementia precox, 
1 paranoia and 2 undiagnosed. There were 257 still exposed to 
mental disease, with an anticipation of 11.4 cases, a total of 22.4 
cases, compared with an expectation of 12.0 cases. 

Data concerning the relatives of the male probands are shown in 
Table 9. 

The 92 male probands had 1,542 relatives. No details were re- 
corded in 123 cases, leaving a total of 1,419. Among these there 
were 42 psychotic individuals. They included 4 senile psychoses, 
3 with cerebral arteriosclerosis, 1 psychosis with other somatie dis- 
ease, 11 with manic-depressive psychoses, 1 involution melancholia, 
8 dementia precox, 1 paranoia, 1 psychoneurosis, 1 with psycho- 
pathic personality, 1 with mental deficiency, and 10 undiagnosed 
psychoses. These 42 cases represent merely a minimum. The cor- 
rect total is reduced by the presence of incomplete data, for the 
most part in connection with relatives who resided in a foreign 
country, and by the limited exposure among many of the relatives. 
The latter may be compensated for by calculating the expected 
cases of mental disease among those still exposed. This group in- 
cluded a total of 752 individuals, who on the basis of the known ex- 
pectations of mental disease at the stated ages, will provide a total 
of 27.1 additional cases, making a combined total of 69.1 cases of 
mental disease. The expected total was 53.5 cases. 

The expectations in the several degrees of relationship are shown 
in Table 10. 

The 92 fathers included 2 psychotic individuals, 1 manic-depres- 
sive and 1 dementia precox. There was an anticipation of 1.4 
‘ases among those still exposed, giving a total of 3.4, compared 
with an expectation of 3.7. Among the 92 mothers there were 7 
cases of mental disease, including 1 senile psychosis, 1 psychosis 
With other somatic disease, 1 manic-depressive, 2 dementia’ precox 
and 2 undiagnosed psychoses. There was an anticipation of 1.5 
additional cases, a total of 8.5, compared with an expectation of 3.2. 
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TaBLE 10. COMPARISON OF EXPECTED WITH ‘CORRECTED’ TOTAL OF CASES OF MENTAL 
DISEASE IN THE FAMILIES OF 92 MALE PATIENTS WITH DEMENTIA PR#2ZCOX 


























Relationship oe — | A eee Anticipated 
histories disease tal disease — 
0S EEE OEE CECI EEE EO 92 3.7 2 1.4 
RTE EEE EEL 92 3.2 7 1.5 
Paternal grandfather ...... 75 3.0 1 0.1 
Paternal grandmother ...... 75 2.6 2 0.2 
Maternal grandfather ...... 78 3. 4 0.1 
Maternal grandmother ...... 79 2.8 1 0.4 
Paternal uncles ............ 149 6.0 2 3.1 
Paternal GUND 6 ixscccceccs 119 4.2 3 2.2 
Maternal uncles ........... 167 6.7 5 3.2 
Maternal aunts ............ 137 4.8 2 2.8 
DN Santee ideweewae 185 7.4 5 6.4 
EE eee ee eee 171 6.0 7 5.6 
WE bab ck deRecen 1,419 53.5 42 27.1 








There were 153 grandfathers with recorded histories among 
whom there were 5 cases of mental disease. These included 1 sen- 
ile psychosis, 2 manic-depressives, and 2 undiagnosed psychoses. 
The anticipated cases amounted to 0.2, giving a total of 5.2, com- 
pared with an expectation of 6.1. Among the 154 grandmothers 
with recorded histories there were 3 cases of mental disease, includ- 
ing 1 manic-depressive, 1 involution melancholia, and 1 undiag- 
nosed psychosis. Those still exposed to the possibility of a mental 
disorder, provide an anticipation of 0.6 cases, giving a total of 3.6 
cases, compared with an expectation of 5.4. 

There were 316 uncles with recorded histories, among whom 
there were 7 cases of mental disease. These included 1 psychosis 
with cerebral arteriosclerosis, 3 manic-depressives, 1 psychopathic 
personality and 2 undiagnosed psychoses. There was a further 
anticipation of 6.3 cases, giving a total of 13.3. The expectation 
was 12.7. The 256 aunts with recorded histories included a total 
of 5 cases of mental disease. Of these, 2 were manic-depressives, 
1 dementia precox, 1 psychoneurosis, 1 mental deficiency. The 
anticipated cases among those still exposed were 5.1, a total of 
10.1, compared with an expectation of 9.0 cases. 
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FREQUENCY OF MENTAL DISORDERS AMONG THE RELATIVES OF 8 
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Of the 189 brothers there were 185 with recorded histories among 
whom there were 6 cases of mental disease. These included 1 senile 
psychosis, 1 with cerebral arteriosclerosis, 2 dementia preecox, and 
9 undiagnosed psychoses. There were 142 still exposed to mental 
disease, providing an anticipation of 6.4 cases, a total of 12.4 cases, 
compared with an expectation of 7.4 cases. There were 171 sisters 
with recorded histories, including 7 psychoses. There was 1 senile 
psychosis, 1 with cerebral arteriosclerosis, 1 manic-depressive, 2 
dementia precox, 1 paranoia and 1 undiagnosed psychosis. There 
were 125 sisters still exposed to mental disease, providing an antici- 
pation of 5.6 cases, giving a total of 12.6, compared with an expec- 
tation of only 6.0 cases. 

Data concerning the relatives of the 83 female probands are 
given in Table 11. 

The 83 probands had 1,211 relatives. No details were recorded 
in connection with 115 relatives, leaving a total of 1,096 available 
for analysis. Among the latter there were 32 cases of mental dis- 
ease. These included 5 cases of manic-depressive psychoses, 9 of 
dementia precox, and 10 undiagnosed psychoses. The following 
were each represented by 1 case: senile psychosis, psychosis with 
cerebral arteriosclerosis, general paralysis, alcoholic psychosis, 
psychosis with other somatic disease, paranoia, epileptic psychosis, 
and psychosis with mental deficiency. Correcting as usual, for the 
incompleted exposures in 560 cases, we obtain an anticipation of 
20.4 additional cases, giving a total of 52.4, compared with a general 
expectation of only 41.1 cases. 

The expectations in the several degrees of relationship are shown 
in the following table. 

There were histories in connection with 82 fathers. Among them 
there were 2 psychoses, including 1 manic-depressive and 1 demen- 
tia precox. There was an anticipation of 1.0 cases among those 
still exposed to a mental disorder, giving a total of 3.0, compared 
with an expectation of 3.3. Among the mothers there were 6 cases 
of mental disease. These included 2 cases of manic-depressive psy- 
choses, 2 of dementia precox, and 2 undiagnosed psychoses. There 
was, in addition, an anticipation of 1.3 cases, giving a total of 7.3, 
compared with an expectation of only 2.9, 


JULY—1934— J 
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TABLE 12. COMPARISON OF EXPECTED WITH ‘CORRECTED’ TOTAL OF CASES OF MENTAL 
DISEASE IN THE FAMILIES OF 83 FEMALE PATIENTS WITH DEMENTIA PRACOX 





Number with | Expected cases | Actual known 




















Relationship known of mental cases of men- Anticipated 
histories disease tal disease anaes 
Sere re 82 3.3 2 1.0 
DE iSa Wadeccbaseasenes 82 2.9 6 1.3 
Paternal grandfather ...... 60 2.4 1 0.1 
Paternal grandmother ...... 60 2.1 3 0.2 
Maternal grandfather ...... 56 2.2 1 0.1 
Maternal grandmother ...... 58 2.0 - 0.3 
Paternal uncles ............ 88 3.5 4 1.4 
Paternal aunts ............ 81 2.8 1 1.2 
Maternal uncles ........... 75 3.0 2 1.3 
Maternal aunts ............ 94 3.3 3 1.4 
I So erbiWlig ach cele ive a ace ere 189 7.6 5 6.5 
Ns gi ach hib hiya 60 giaene 171 6.0 4 5.8 
ME wiecctavecess 1,096 41.1 32 20.4 








Among the grandfathers there were 116 recorded histories, 
among which were 2 cases of mental disease-—1 of general paralysis. 
and 1 of paranoia. The anticipation of additional cases amounted 
to only 0.2, giving a total of 2.2, compared with an expectation of 
4.6. There were 118 recorded histories among the grandmothers. 
These included 3 cases of mental disease, of which 1 was a senile 
psychosis, and 2 undiagnosed psychoses. Those still exposed to 
mental disease provided an anticipation of 0.5 cases, giving a total 
of 3.5, compared with an expectation of 4.1. 

There were 169 uncles, providing a total of 163 recorded his- 
tories. These included 6 psychoses, namely, 1 alcoholic, 1 with 
other somatic disease, 1 manic-depressive, 2 dementia precox and 
1 epileptic. Among those still under exposure, there was an antici- 
pation of 2.7 cases of mental disease, giving a total of 8.7, compared 
with an expectation of 6.5. Among the aunts there were 175 with 
recorded histories, including 4 psychoses—1 dementia precox, and 
3 undiagnosed. There was a further anticipation of 2.6 cases, giv- 
ing a total of 6.6, compared with an expectation of 6.1. 

Among the brothers of the female probands there were 189 with 
recorded histories. These included 5 psychoses—2 with dementia 
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precox, 1 with mental deficiency and 2 undiagnosed. There were 
140 still under exposure, giving an anticipation of 6.3 cases, a total 
of 11.3, compared with an expectation of 7.6. There were 171 re- 
corded histories among the female siblings, including 4 psychoses 
—1 with cerebral arteriosclerosis, 1 manic-depressive, 1 dementia 
precox and 1 undiagnosed psychosis. The anticipated cases among 
those still under exposure (132) was 5.8, giving a total of 9.8, com- 
pared with an expectation of 6.0. 

The frequencies of mental disorders in the family stock may be 
analyzed from another point of view. We may consider the fre- 
quencies of mental disorder among the siblings of the probands 
under specified conditions of mental tainting in the parents. 

There were 59 probands who had either a tainted father or 
mother. Tainting is defined as a mental disease, or some other de- 
feet such as an abnormal degree of nervousness, feeblemindedness, 
epilepsy, alcoholism, drug addiction or suicide. These probands 
had 104 brothers and 103 sisters. Among the former there were 5 
psychoses, and an anticipation of 3.9 cases among those still ex- 
posed to a mental disorder, giving a total of 8.8. The correspond- 
ing expectation was 4.2. Among the sisters there were 7 psychoses, 
and an anticipation of 3.3 cases, a total of 10.3, compared with an 
expectation of only 3.6. 

In 27 families, the father only was tainted. In these families there 
were 114 siblings, exclusive of the 27 probands, consisting of 55 
brothers and 59 sisters. Among the brothers there were 3 psycho- 
ses, and an anticipation of 2.0, a total of 5.0, whereas the expecta- 
tion was only 2.2, Among the sisters there were 3 psychoses, and 
an anticipation of 1.8, giving a total of 4.8, compared with an expec- 
tation of 2.1. 

In the cases of 32 probands the mother only was tainted. In these 
families there were 49 brothers and 44 sisters, exclusive of the pro- 
bands. Among the brothers there were 2 psychoses, and an antici- 
pation of 1.9 cases, a total of 3.9, compared with an expectation of 
2.0. Among the sisters there were 4 psychoses, and an expectation 
of 1.5, a total of 5.5, compared with an expectation of only 1.9. 

There were 14 cases in which both parents were tainted. In 
these families there were 32 brothers and 34 sisters, exclusive of 
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the probands. Because of the small total, the results cannot be 
considered significant. Among the brothers there was 1 psychosis, 
and an anticipation of 1.7, a total of 2.7, compared with an expec- 
tation of 1.3. Among the sisters there were no actual cases of psy- 
choses. Those still exposed to a mental disease provided an antici- 
pation of 1.2 cases, which is the same as the general expectation. 


We may consider the frequency of dementia precox in the fam- 
ily stock of the 175 probands. In this analysis it will be necessary 
to employ the general expectations with respect to dementia pre- 
eox. As in the case of the manic-depressive psychoses, no such 
table has been prepared, but we may make satisfactory approxima- 
tions by a consideration of the ratio of first admissions with demen- 
tia precox to all first admissions. 

There were 2,515 relatives in the families of the 175 probands, 
whose histories may be considered sufficiently detailed for analysis, 
Among these relatives there were 17 cases of dementia precox, with 
an anticipation of 10.7 additional cases among those still exposed, 
giving a total of 27.7, against an expectation of 32.7. The deficiency 
may be accounted for in part by the uncertainty with respect to the 
mental status of many of the foreign-born. Among the siblings the 
statistics may be considered more reliable. Among the 374 broth- 
ers there were 4 cases of dementia precox, with an anticipation of 
4.2 cases, giving a total of 8.2, compared with an expectation of only 
5.2. Among the 342 sisters there were 3 actual cases of dementia 
precox and an anticipation of 3.7, a total of 6.7, compared with an 
expectation of 4.2. 

Among the 1,419 relatives of the 92 male probands with histories 
available for analysis there were 8 cases of dementia precox with 
an anticipation of 6.1, giving a total of 14.1, compared with an ex- 
pectation of 18.5. Among the 185 brothers there were 2 cases of de- 
mentia precox, and an anticipation of 2.6, a total of 4.6, compared 
with an expectation of 2.6. Among the 171 sisters there were 2 
cases of dementia precox, and an anticipation of 1.8, a total of 3.8, 
compared with an anticipation of 2.1. 

The 83 female probands had 1,096 relatives available for analy- 
sis; among them were 9 cases of dementia precox, and an anticipa- 
tion of 4.6 cases, a total of 13.6, compared with an expectation of 
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14.2. Among the 189 brothers there were 2 cases of dementia pre- 
eox and an anticipation of 1.6, a total of 3.6, with an expectation of 
96. The 171 sisters included 1 case of dementia precox, with an 
anticipation of 1.9, a total of 2.9, compared with an expectation 
of 2.1. 


SUMMARY 


In the families of the 175 probands with dementia precox there 
was an expectation of 94.6 cases of mental disease, based upon the 
general expectations in the State of New York. The ‘corrected’ 
total of cases was 121.5, which exceeded the expected total by 28.4 
per cent. The excess is even more significant, when it is recalled 
that the ‘corrected’ total is only a minimum, and that, were the 
histories of the older generations more detailed, the total of men- 
tally diseased would probably be increased. Among the siblings 
of the probands the information is undoubtedly more reliable than 
in the older degrees of relation. Among the brothers there was a 
‘corrected’ total of cases of mental disease of 23.7, compared with 
an expectation of only 15. Among the sisters the ‘corrected’ total 
was 22.4, compared with an expectation of 12.0. 

There appears to be a tendency for relatively more tainting in 
the relatives of the male probands. In view of the small total, how- 
ever, the results can only be considered suggestive. Thus among 
the siblings of the male probands, there was an excess of 86.6 per 
cent of the corrected total of mentally diseased over the expected 
total, whereas among the siblings of the female probands the cor- 
responding excess was only 55.1 per cent. Whatever interpreta- 
tions one may attach to such differences, they are surely significant 
when contrasted with the corresponding results in the families of 
the probands with manic-depressive psychoses. Among the latter 
there is clearly more tainting in the families of the female pro- 
hands, and more tainting among the female siblings than among 
the males.*° 

The siblings of the probands with dementia preeox show greater 
frequencies of dementia precox than are expected on the basis of 
general expectations. 


It must therefore be concluded that there is a greater probability 
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of mental disease among the relatives of patients with dementia 
precox than exists in the general population of the State of New 
York. Unless there may be discovered other specific factors capa- 
ble of explaining the appearance of mental disease in these fam- 
ilies, it must be assumed that family predisposition is an important 
etiological factor. 


MENDELISM AND DEMENTIA PR2COX 


As in the ease of the manic-depressive psychoses, we next inquire 
into the possibility of describing the incidence of mental disorders 
in the families of the probands wth dementia precox in the lan- 
guage of a specific law. The only biological law of inheritance 
capable of being examined in this light is the Mendelian. We pro- 
ceed therefore to analyze the statistics of mental disease among the 
siblings of the probands in order to determine whether they are in 
agreement with expected Mendelian ratios. The methods of analy- 
sis and the underlying assumptions with respect to the classifica- 
tion of geno-types have been explained in Chapter II of this series 
of studies.” 

We shall first examine the results in connection with matings of 
the DRxDR type. These are given in Table 13. 

There were 101 families in which both parents were described as 
normal and who must therefore be treated as latent dominants. 
In these families there were 458 siblings, exclusive of the 101 pro- 
bands. Among the siblings there were 6 with psychoses. There 
were in addition 4 alcoholics, 7 nervous, 2 suicides, 2 neurotic, 4 
feebleminded, and 1 epileptic. On the assumption that these are 
all equivalent psychopathic taints we have a total of 26 affected 
siblings. In matings of the DRxDR type tainted offspring should 
appear in the ratio of 1 to 3. Of the 458 siblings, therefore, 114.5+ 
6.3 should be mentally abnormal. The actual total of tainted off- 
spring is far less than the minimum expected on the basis of ran- 
dom sampling. Excluding 55 siblings who died when less than 15 
years of age, and 27 who were under 15 years at the time of the 
investigation, we have left a total of 376 siblings who had been ex- 
posed to the possibility of a mental disorder. In this revised total 
we should expect 94.0-+5.7 tainted individuals. The discrepancy 
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TABLE 13. OFFSPRING OF PARENTS OF ASSUMED TYPE DRX DR, CLASSIFIED BY AGE AT 
DEATH, OR AGE AT TIME OF ADMISSION OF THE PROBAND TO THE UTICA STATE HOSPITAL 

















Deceased siblings* Living siblings* 
Age : 
(years) Number of Number with Number of Number with 
cases mental disorder cases mental disorder 
Under 10 ...cccccccccees 50 9 
BODE . iskccasrvcdiosseces 5 19 1 feebleminded 
SE Suc pawsareds sieeeee 2 3 1 nervous 
eer errr Tre rere 11 31 
EE ci in tivecdwmeesaue 8 1 alcoholic 44 
SE L Gide eisases ke aaa 6 1 nervous 41 1 neurotic 
1 nervous 
Ere eee eee 2 1 suicide 56 1 alcoholic 
3 feebleminded 
1 nervous 
1 unknown psychosis 
CDRS cc ctacaccccesevee®s 3 42 2 nervous 
2 alcoholic 
1 epileptic 
EE focceceaeds tena men 1 35 4 unknown psychoses 
DOE 6ctJadeerssatacdcens 3 1 neurotic 24 
SES ac vcsedeaneereseees 2 1 suicide 10 
BE audasnaesaesesseaes 2 5 
is tcc tuaenae-se ces ~ 6 1 nervous 
1 dementia precox 
TOTE: ccttickada owes wanne os 2 
PE cha Kwamnb anne sme 5 2 
ee eae 5t 
eae aera 101 5 357 21 














*Exclusive of proband. 
+All under 50 years of age. 


between the actual total and the expected Mendelian total is still too 
great to be explained away. Among the 329 siblings still alive and 
more than 15 years of age at the time of the investigation, we 
should expect a total of 82.3+5.3 tainted individuals. The lower 
limit of expected cases may be put at 66, compared with 20 actual 
cases. In order to bring the total up to Mendelian expectations, it 
would be necessary to develop at least 46 additional cases in this 
group during the remaining life of the generation. This would in- 
dicate an expectation of mental disease of almost 15 per 100, which 
is in overwhelming excess over the general expectation at the same 











574 HEREDITARY AND ENVIRONMENTAL FACTORS IN DEMENTIA PR2ECOX 


ages, and consequently exceedingly improbable. We must there- 
fore conclude that the statistics of mental diseases in these families 
are not consistent with a Mendelian explanation. 

In another group of 47 families, one parent was classified as DR, 
there being no outward evidence of a mental disorder. The other 
parent was assumed to be of the Type of RR, being described as 
aleoholic or nervous. In such matings, half of the offspring should 
be tainted (RR) and the other half outwardly normal but latent 
bearers (DR). The statistical data are summarized in Table 14. 
TABLE 14. OFFSPRING OF PARENTS OF ASSUMED TYPE DRX RR, CLASSIFIED BY AGE AT 
DEATH, OR AGE AT TIME OF ADMISSION OF THE PROBAND TO THE UTICA STATE HOSPITAL 
































| Deceased siblings* Living siblings* 
Age 
(years) Number of Number with Number of Number with 
cases mental disorder cases mental disorder 
MAGE SO ois oPee ease oie 29 2 
eee ae 2 rj 
SE RAs G bieis wise se esos 3 16 1 dementia precox 
RE eierer 3 18 1 manic-depressive 
1 nervous 
1 dementia precox 
0 gee, oa 1 22 2 nervous 
1 dementia precox 
1 alcoholic 
Rk RG ak ae ems ee ae 1 16 2 nervous 
0 SE 2 16 1 manic-depressive 
Sek ap Ae owe heen 10 1 nervous 
a cinitincn dy Alecmiechinsa alert 2 a 
ee ee 2 1 alcoholic 4 1 nervous 
Na ack ard Wie Wisk ois00 3 1 nervous 
Se ere i 1 
De iianachae a seks 20's 4 1 1 with cerebral 
arteriosclerosis 
ME radagwad beeen 6 
Eee 46 2 119 14 











In the 47 families there were 165 offspring, exclusive of the pro- 
bands, of whom 16 were classified as tainted. These included 1 case 
of a psychosis with cerebral arteriosclerosis, 3 of dementia precox, 
and 2 of manic-depressive psychoses. In addition there were 2 


_ 
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aleoholics, and 8 nervous. Ona Mendelian basis there should have 
been 82.5+4.3 tainted offspring. The lower limit is 69.6, which is 
4.4 times as great as the actual total. 

Excluding 31 siblings who died under 15 years of age, and 9 
who were under 15 at the time of investigation, on the ground that 
thev had not reached the age of incidence, we have left a total of 
1] 25, among whom there should have been 62.5+3.8 individuals with 
mental disorders. Even this total cannot be reconciled with Men- 
delian expectations. Analyzing similarly the 110 living siblings 
who had reached the age of incidence we should expect among them 
55.0+3.5 tainted individuals, whereas there was an actual total of 
14. In order to bring the total within Mendelian requirements 
there will be need of 31 additional cases among the 110 siblings, 
an expectation which is highly improbable. The hypothesis of 
DRxRR matings consequently does not fit the facts. 

If we assume that the matings were actually of the DRxDR type 
the probability of a mental disorder in the offspring would be 14. 
On this basis the 165 siblings should inelude 41.2+3.8 with mental 
disease, instead of the 16 actually found. Again omitting those who 
had died under age 15 or who had not reached the age of inci- 
dence, we have a total of 125 siblings, of whom 31.2+3.3 should be 
tainted. This again exceeds the actual result. Examining the 110 
living siblings who had reached the age of incidence we should 
have 27.5+3.1 tainted among them, which also exceeds the actual 
findings. Thus even this hypothesis cannot be made to agree with 
the observed family incidence of mental disorders. 

It is evident that tainting factors in the parents, such as aleohol- 
ism or nervousness, are associated with a higher frequency of 
tainted offspring. Thus in the preceding matings, the tainted off- 
spring represent 9.7+1.6 per cent of the total offspring. Among 
the 458 offspring of the outwardly normal parents, the percentage 
of tainting among the offspring was only 5.7+0.73. The differ- 
ence, however, is less than 3 times its probable error, and therefore 
cannot be regarded as statistically significant. 

There were 12 families in which 1 parent was normal (DR) and 
the other mentally disordered (RR). In these families there were 
41 siblings, exclusive of the 12 probands. Among the former there 
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were 2 cases of dementia precox, 1 senile psychosis, 1 psychosis 
with mental deficiency, 1 with cerebral arteriosclerosis, and 1 para- 
noiac, a total of 6. In addition there were 1 alcoholic and 2 nervous, 
making a total of 9 tainted siblings. According to Mendelian the- 
ory there should have been 21. Or, if we exclude 7 siblings who had 
not reached the age of incidence there should have been 17 tainted 
siblings. In either case the required total exceeds the actual. The 
number of siblings are too few, however, for adequate analysis. 

We may consider, finally, a series of 14 families in which both 
parents were tainted; that is, either nervous, alcoholic, or mentally 
diseased. In these families there were 66 siblings (exclusive of 
the probands). If the parental classification were correct, all the 
offspring should be defective, according to Mendelian theory. Actu- 
ally there were 5 feebleminded, 1 dementia precox, and 1 nervous, 
a total of 7. Because of the limited number no detailed analysis is 
possible. It may be noticed, however, that even if the parental 
classification be DRxDR, or DRxRR, the observed and expected 
frequencies would not agree. 

It is clear, therefore, that though there is probably a familial 
basis for the origin of many cases of mental disorder in the family 
stock of probands with dementia praecox, the observed frequency 
cannot be described in Mendelian terminology. 

In the discussion of the application of Mendelism to the inherit- 
ance of manic-depressive psychoses, reasons were given for doubt- 
ing the theoretical basis underlying the application of such laws to 
mental disorders.’* The reasons appear even more cogent in con- 
nection with the inheritance of dementia precox. It should be 
noted that those methods which enable us to classify the parental 
generations in plants and animals in Mendelian terminology, are 
largely inapplicable in the case of man, and the geno-types repre- 
senting dominance among the latter are therefore a matter of sup- 
position rather than of observation. This uncertainty in the par- 
ental generation clearly affects the validity of the interpretations 
of the filial generation. In the second place, as pointed out by 
Bleuler,* there is grave doubt that we are dealing with a unitary 
disease in the case of dementia precox, and it is entirely possible 
that the etiology may differ in the several types.* Furthermore, 
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there is reason for believing that environmental agencies affect the 
origin and course of the disease, and thereby influence the totals 
of affected offspring. The fact that the latter are so much less than 
the totals required by Mendelian theory point to the probability, 
that though inheritance plays a general réle in the transmission of 
these diseases, environmental influences nevertheless are also im- 
portant factors. In the following section there is a group of pedi- 
grees which illustrate how a familial basis may be combined in 
manifold ways with environmental circumstances in the develop- 
ment of dementia preecox. 


SELECTED Famity Histories 


In this section are shown 21 pedigrees selected from the families 
of 175 probands with dementia precox. Cases 1 to 12 show com- 
binations of mental disease in several generations. The appear- 
ance of so many cases of mental disease in the family stock argues 
strongly for the existence of a familial basis. In cases 13 and 14 
there is alcoholism or psychopathy in the ancestry, though no men- 
tal taints appeared among the siblings, exclusive of the proband. 
In cases 15 to 18 the ancestral generations are outwardly normal, 
but insanity or psychopathy appears in several siblings. In cases 
19 to 21 there are no tainted relatives in three generations, exclu- 
sive of the proband. 

The symbols and letters used in the accompanying charts have 
the following significance : 


Square= Male A=Aleoholism 
Circle—Female EK=Epilepsy 
N=Normal F=Ieeblemindedness 
Black—Mental disease I—Inferior 
Shading—Nervous state P=Psychopathy 
S. B.=Stillbirth Su==Suicide 
Cirele with dot=Miscarriage T=Tuberculosis 





X=No data 
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No. 1. B. L. Female. Admitted February 7, 1929, at age 19. 

In this family there is a history of mental disease and mental defect in 
three generations. The paternal grandfather (1) was admitted to a State 
hospital at the age of 61 with a diagnosis of paranoia. The maternal grand- 
father (2) was exceedingly alcoholic. The patient’s parents were both men- 
tally diseased, the father (3) being admitted to a State hospital with demen- 
tia precox at the age of 42, the mother (4) being admitted to a State hospitai 
with dementia precox at the age of 36. Three maternal uncles (5), (6), (7) 
were mentally abnormal. They were middle-aged men, who never married 
and were very dull and never spoke unless spoken to. They were farm labor- 
ers. The patient had three brothers. The oldest (8) was a farm laborer, the 
next brother (9) was also a farm laborer. The youngest brother (11) works 
for his board and goes to school. All three are probably feebleminded. 

The patients’ (10) developmental history is described as normal. She be- 
gan school at the age of 7 and completed the eighth grade at the age of 16. 
She learned easily and was deseribed as the brightest child in the family. 
After the patient left school she was employed as a domestie and was consid- 
ered a good worker but not a good cook. She lost several places because of 
difficulties about cooking. In 1927, the patient went to Florida with a family 
for whom she was working. In Florida she met a young man with whom 
she corresponded after her return to the north. He asked her to marry 
him. After she accepted he told her that he had been joking and had no in- 
tentions of marrying her. As a result the patient became much upset, eried 
a great deal and said she would kill herself. She was upset for about two 
weeks. About two months before admission to the hospital the patient gave 
up her work as a domestic. She obtained a position in a five and ten-cent 
store during the Christmas holidays. After the holiday season she was dis- 
charged and was unable to find new employment. She began to think that 
people were plotting against her as she could find no work. She returned to 
relatives and was very restless. She misinterpreted the behavior of other 
people, became excited and cried hysterically. She gradually became worse 
and was committed to a State hospital. 
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No. 2. H. F. H. Male. Admitted July 9, 1929, at age 33. 
The patient’s maternal grandmother (1) was admitted to a State hospital 
at age 56 with a diagnosis of involution melancholia. The patient's father(2) 





was alcoholic and died at the age of 53 of nephritis. The father’s sister 
had a paralytic stroke prior to her death from Bright’s disease. A maternal 
aunt (3) was admitted to a State hospital with a diagnosis of manic-depres- 
sive psychosis at age 24. She died in the hospital of tuberculosis. 

The patient (4) was the oldest child. The next oldest, a sister, is married 
but has no children. <A brother is married and has no children; he is a chief 
of police. A sister, who lives at home, is employed as a clerk. The young- 
est brother, who also lives at home, is employed as a messenger. 

The patient met with several severe accidents. At 11 years of age his 
leg was crushed by a horse; gangrene set in and he was laid up for nine 
weeks. At 29 years of age he was black-jacked, knocked unconscious and his 
nose was broken. He remained in the hospital for two weeks. 

Previous to the onset of the psychosis the patient had been working at 
night and lost all contact with male friends. He would not make any social 
ealls and would stay in bed except when working. An affair with a girl 
so prayed on his mind that he could not work; he quit his job for eight or 
ten months during which time he either stayed at home or walked the 
streets. He took a tonie and was able to return to work after ten months. 
Three months prior to his commitment to a State hospital he became de- 
pressed, cried a great deal, complained that he did not feel well and repeated 
the same story many times; he was unstrung and nervous. He did not 
work steadily but would work one week and lay off for two or three. He 
finally quit work altogether, saying he could not trust himself to work. 
The patient finally became so upset that it was necessary to commit him. 
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No. 3. H.T. Male. Admitted May 12, 1930, at age 21. 

The paternal grandmother (1) of the patient was admitted to a State hos. 
pital at the age of 32, with a diagnosis of manic-depressive psychosis. The 
patient’s father (2) had a mental upset at the age of 43, as the result of an 
injury to the back of the neck, due to a fall from a tree. Two maternal 
uncles were admitted to a State hospital, one (4) at the age 36, the other (5) 
at age 26, both with a diagnosis of manic-depressive psychosis. 

















The patient’s siblings are normal. The oldest, a sister, is a school teacher. 
The two younger brothers are at school. 

The patient’s (7) birth was premature, due to a mental shock suffered by 
his mother, but the delivery was normal. He was a sickly infant for several 
months, due to the difficulty of getting milk to agree with him. He improved 
rapidly and no further untoward indications were reported until the pa- 
tient, at the age of 19, became over-active and talkative. His father thought 
this resulted from overstudy. The patient had a second attack, attributed 
to worry over a leg injury to his father. Three months prior to the pa- 
tient’s admission to the State hospital he began keeping company with a 
girl. She terminated the affair, however, when a cousin of the patient told 
her of his previous attacks. 

Shortly after this episode, the patient became restless and absent-minded. 
At times he was over-active and talkative, and later appeared to be in a stu- 
por. He received several treatments from an osteopath. He developed a 
mania for cars, taking automobiles without permission and driving reck- 
lessly. After several such episodes, he was admitted to a State hospital, 
being restless, talkative, and boastful at time of admission, 
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No.4. P.V.M. Male. Admitted January 31, 1930, at age 17. 
The patient was the fourth of six children. The siblings were all normal. 














A family history of mental and nervous disorders was reported as follows: 
A brother (1) of the paternal grandfather was alcoholic and died of delir- 
jum tremens. A sister of the paternal grandmother (3) was admitted to a 
State hospital at age 45 with a manic-depressive psychosis. A sister (4) of 
the maternal grandmother was of a nervous make-up. A maternal aunt (5) 
was admitted to a State hospital at age 45 with a diagnosis of neurasthenia. 

The oldest brother is in good health, is married and has two children. 
A sister, aged 24, is single, and lives at home. Another brother, aged 21, 
is single. A younger brother and sister are both in school. 

The patient (6) had a normal birth, but was overweight, and wet the bed 
until he was eight years old. The patient’s appearance is suggestive of 
hyperpituitarism. The head is large and the forehead prominent. The 
body contour is feminine and the voice is feminine in type. The patient’s 
home was happy and the patient got along well with the other members of 
the family. He made normal progress in school, until he reached the fifth 
grade. 

In December, 1929, when patient was 17 years of age, he fell from a 
sleigh, striking the back of his head. For four weeks following the fall. 
patient had daily erying spells. The head pains continued, and patient ate 
little and seldom spoke. After three weeks in bed, the erying spells were 
less frequent, and of short duration. He was irritable to all members of 
the family, but mostly to his father and an older brother. On admission to 
the State hospital the patient appeared dull, simple and childish. 
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No. 5. N.L.C. Female. Admitted October 19, 1930, at age 47. 

There is no history of nervous or mental disease in the grandparental 
generation. The father (1) was a farmer. He was admitted to a State hospital 
at 26 years of age with a manic-depressive psychosis. After discharge he 
attempted suicide. He died of tuberculosis at age 53. He had two sisters 
who died aged three and ten, respectively. The patient’s mother (2) died of 
tuberculosis at age 45. She had three brothers and two sisters. The oldest 
brother died at age 8. The next brother died in infancy. A sister died at 
age 15. The youngest brother, (3) still living, is an aleoholic. 

The patient (4) was the youngest of three children. The oldest brother, a 
plumber, is married and has two children. Another brother aged 50 is 
single. The patient had three children, the oldest of whom was a patient in 
a State hospital, with a diagnosis of psychosis with mental deficiency. 

The patient entered school at age 6 and completed the fourth grade at 
age 12. She was considered peculiar by the other children. After leaving 
school, she lived with her brother and helped with the housework. At 16 
she was employed as a domesiie servant for a year. She married at an 
early age. She was stubborn, irritable and discontented and throughout 
her married life refused to live with her husband in the country. She 
made a slow recovery after her daughter’s birth. After the birth of her 
first son she became disagreeable with both her husband and children, losing 
her temper easily. In 1927, her husband had to move to another locality. 
She refused to go with him but took a home in a city where both she and 
her daughter attracted the attention of neighbors because of their peculiar 
behavior. Since 1926 the patient became increasingly nervous and disagree- 
able. She was very restless. She complained that her husband would not 
support her and felt injured because he lived in the country instead of in 
the city with her, despite the fact that his work is always in country districts 
and that he does not wish to settle in the city. The patient made it very dis- 
agreeable for her husband and her son and her condition beeame such that 
the family thought it advisable to have her committed to a State hospital. 
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No. 6. M.1. B. Female. Admitted April 7, 1930, at age 25. 

There were no mental disorders in the grandparental generation. The 
patient’s father (3) is nervous and high-strung and becomes very irritable. 
He drinks to excess and when under the influence of liquor strikes his wife 
and children, and sometimes threatens them with a butcher knife. He is one 
of a family of seven. An older brother, (1) also an aleoholie and a drug ad- 
diet, was admitted to a State hospital at age 61 with a psychosis associated 
with a somatic disease. He at one time attempted suicide, shooting himself 
through the arm. Another brother (2) was also aleoholie, is living and is in 
good health. The patient’s mother is of an even disposition. She is one of 
a family of four, having two brothers and one sister. They are all living. 
One brother has been a rover since youth, feels that he amounts to nothing 
and never visits his family. The mother’s sister is very obstinate, fault- 
finding and suspicious. 

The patient (4) was the second of four children. The oldest sibling, aged 
29, is a college graduate, is married and has two children. Another brother 
works with the father, is married and has one child. The youngest brother, 
aged 17, is in the fourth year of high school. 

The patient was a normal child, talking and walking at the usual age; 
she was a good mixer with both sexes and was well liked. She entered school 
at age five and graduated from high school at age 16. She was out of school 
for a year because of the bad effect of association with an irritable teacher. 
She took a business course for one year, worked for an insurance company 
for three months and then worked as stenographer for her father. In 1925 
the patient fell in love and was very happy for a year. At the end of that 
time the man left the city because of poor health. The patient was discon- 
solate over this and turned to church work and religion. The priest told her 
that her character was not suitable to a religious life but she entered the 
convent, nevertheless, and did well until June, 1928, when she became rather 
sad, complained of headache and of inability to remember things. She re- 
mained depressed for several weeks, when her mental condition became char- 
acterized by over-activity, delusions and hallucinations. She was taken home 
and improved for a short period, but the symptoms returned and she was ad- 
ae a private institution from which she was transferred to a State 

ospitai. 
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No.7. D. F. Female. Admitted January 13, 1931, at age 28. 

The paternal grandfather, a stone mason, died at age 58. The paternal 
grandmother (1) died at age 70 of tuberculosis. The maternal grand. 
father (2) was an aleoholic and shiftless man who died at age 55. The ma- 
ternal grandmother is alive at age 71 and is in good health. The patient’s 
father, (4) a carpenter, is high-strung, quick-tempered and nervous. He 
has been very abusive and cruel to his children. He is one of three children. 
A brother (3) had an aleoholie psychosis. The patient’s mother (5) is of a 
high-strung, quick-tempered make-up. She has two brothers and two sisters, 
all living. 

The patient (7) is the second of 14 children. The oldest sibling, (6) a 
brother, is married and has two children. He is said to be a mental defee- 
tive. Another brother is a carpenter; he is married but has no children. A 
sister, aged 26, is separated from her husband, a boilermaker. The next sis- 
ter is the wife of a meat dealer. They have no children. Another sister is 
the wife of a farmer and has one child. The next sister is single and works 
as a domestic. A brother, aged 17, is a farm laborer. A sister is in the sixth 
grade at school. The next sister is in the third grade. Another sister died 
at two years of age. A brother died in infancy. The two younger children, 
a set of twin boys, died at birth. 

The patient had a normal birth and showed normal physical development. 
She was unusually quiet and a poor mixer. She left school after reaching the 
seventh grade at the age of 15. She worked for a farmer for two years, and 
then went to a typrewriter company where she remained until February, 
1930. The patient’s home life was unhappy and she married to get away 
from it. About a year prior to admission the patient began to complain that 
the girls in the factory were talking about her and ridiculing her. She gave 
up her position but returned after a month and got along well for two weeks 
and then began to complain again about the alleged behavior of the other 
girls. She then left and remained at home. She developed delusions that 
the family in the same house were talking about her. Her mental state grad- 
ually deteriorated and she reported voices talking about her. She attempted 
to report the voices to the police, and, when prevented, became violent. 
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No8 W.A.M. Male. Admitted October 3, 1930, at age 42. 

There was no mental disease in the parental generation. In the grand- 
parental generation, however, there was mental disease in the paternal 
branch. A paternal great-aunt (1) died in a State hospital. Her psychosis 
was not determined. A paternal great-uncle (2) was of a very nervous tem- 
perament. Another paternal aunt (3) was admitted to a State hospital with 
a diagnosis of manic-depressive psychosis. The patient’s father died of heart 
disease at age 74. He was one of a family of seven, he having four brothers 
and two sisters. Two brothers are deceased, one at age 76, the other at age 
31. The patient’s mother is alive and in good health. She is one of a fam- 
ily of seven, she having three brothers and three sisters. Two sisters and 
a brother are deceased. 

The patient (5) was the youngest of three children. The oldest, (4) a sis- 
ter, is married and has two children and is deseribed as nervous. Another 
sister (6) is married but has no children. She also is of a nervous temper- 
ament. 

The patient suffered from a slight impediment in speech which caused 
him to be teased by his schoolmates. There was no history of disease until 
he was 30 years old when he had an attack of influenza from which he never 
fully reeovered. After leaving school, he worked with his father on the 
latter’s farm and occasionally did some carpentry work. After the attack 
of influenza, however, he showed no vitality and lost interest in his work. 
After the death of patient’s father in 1929 he was given the deed to the 
latter’s grist mill, but he made no effort to earn a livelihood. His mother 
was compelled to sell the livestock as the patient refused to care for them. 
In September, 1930, the patient refused to repair a leak in the water supply 
for the grist mill and the owner of another factory which shared the water 
with the patient, entered a complaint which resulted in the commitment of 
the patient to a State hospital. Since admission he has been over-productive 


and talks incessantly in a childish manner about delusions relative to 
electricity. 
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No.9. J. A.A. Female. Admitted July 12, 1929, at age 35. 

There were no mental disorders in the grandparental generation. The 
patient’s father (2) was of a nervous, high-strung make-up. He coinplained 
of numbness in his hands for years; later this spread to his feet and he was 
unable to walk for seven months before his death. He died of pulmonary 
tuberculosis at age 65. He was the third of a family of nine children, 
having four brothers and four sisters. Two brothers and two sisters are 
deceased. A paternal aunt (1) was admitted to a State hospital with demen- 
tia precox at age 31. The patient’s mother died of cancer at age 59. She 
had one brother and one sister, both now deceased. 

The patient (3) is the third of four children. The oldest, a sister, is mar- 
ried and has three children; she suffers from rheumatism and heart disease, 
and is also diabetic. The next sibling, a sister, is married and has one child. 
The youngest sister is married and has four children. 

The patient’s birth and physical development were normal. She was 
her parent’s favorite child. They were proud of her and always gave her 
her way. She made normal progress in school but her father insisted that 
she leave high school after three months, at the age of 13. She assisted her 
parents at home till she was 17 years old, and then married. About one 
year before admission to a State hospital dissension developed in her home, 
as she could not make her older son work. She became pregnant for the 
fifth time, and was very disagreeable toward her husband, claiming that he 
desired the pregnancy in order to keep her tied down at home. She claimed 
they could not afford another child. She accused her husband of infidelity, 
of bootlegging, and of giving money to the women in the neighborhood. 
She accused people of spying on her. She gradually grew worse, becoming 
very abusive to her husband. She threatened to commit suicide on several 
oceasions. On the advice of her physician, she finally went to a State 
hospital. 
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No. 10. J. M. Male. Admitted August 6, 1928, at age 23. 

A paternal great-uncle (1) was admitted to a State hospital at age 51, 
with a manic-depressive psychosis. A paternal uncle (2) was alcoholic and 
died of tuberculosis at 35 years of age. The patient’s mother (3) was very 

















unstable, emotional and of a nervous temperament. 

An older brother of the patient is single; he has been subject to asthma 
since 9 years of age. A sister (4) who was a domestic, was admitted to a 
State hospital with a manic-depressive psychosis at age 16, Another sister 
(6) was admitted to a State hospital with dementia preeeox at age 19. A 
brother completed two years in a high school and then left to be employed 
by a photographer. The youngest brother is in the first year of high school. 

The patient (5) made normal progress in school and would have been 
graduated except for illness. His symptoms began at 18 years of age, when 
he developed delusions with respect to religious beliefs. He became excited, 
noisy and resistive. He managed to improve and worked at odd jobs at 
which he got along fairly well until three months prior to admission. At 
that time he refused to do any work at all. He would ignore all questions, 
refused to eat, became restless at night and insisted on wandering the 
streets. His father followed him but he refused to listen to the entreaties 
to return home and was brought to a State hospital. 
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No. 11. M. A.D. Female. Admitted July 18, 1929, at age 38. 
The patient’s mother (1) was admitted to a State hospital at 35 years of 


age with a diagnosis of manic-depressive psychosis. A maternal uncle (2) 











was also admitted to a State hospital with a manic-depressive psychosis at 
20 years of age. He committed suicide when 30 years of age. An older 
sister (3) of the patient was treated in a State hospital, being admitted at 24 
years of age with dementia precox; she died in the hospital at 35 years of 
age. <A brother who is a farmer is married and has one child. A younger 
sister (5) is married and has 4 children. She is of a nervous make-up. 

As a child the patient (4) was always quick-tempered. She was her 
father’s favorite. Because of the family history of mental disease the patient 
was always afraid of becoming insane. She had an enlarged thyroid which 
caused a rapid pulse and made her more or less irritable. She was married 
at 18 years of age, and her married life was said to have been happy but 
she wus inclined to be jealous. Several months prior to her admission to 
the State hospital it was noticed that she did not take the usual interest in 
her work. She began to ignore her husband and would not speak to him. 
She became irritable and fault-finding with her daughters, whom she scolded 
without cause. The patient began to worry about certain sexual indisere- 
tions; she developed delusions about her father and mother. The rapid de- 


velopment of delusions and hallucinations made it necessary to commit her 
to a State hospital. 
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No. 12. L. M. W. Female. Admitted September 13, 1930, at age 48. 

A paternal great aunt (1) was psychotic, being treated in a private insti- 
tution. Her psychosis was not determined. A paternal aunt (2) was con- 
sidered a mental case from the age of 16, and was eared for at home. A 
maternal aunt (3) was also considered psychopathie and was eared for by 
her parents on their farm for 40 years. 

The patient (4) was the youngest child in the family. The oldest sister 
died of searlet fever at the age of 18 months. A brother is an elevator oper- 
ator, is married and has two children. Another sister is married and has 
one child. 

The patient’s husband states that it is almost impossible to tell when her 
psychosis began because it is apparently a gradual exacerbation of her 
natural personality. She was very domineering and aggressive, a charac- 
teristie which continued through her married life. She beeame very un- 
reasonable about financial affairs, not allowing her husband to use good 
jucgment. She ran into debt in order to hold the affections of an adopted 
child. Owing to financial reverses her husband was obliged to give up his 
business and his home. They moved to more modest quarters, where the 
patient began to quarrel with the neighbors. About six months before ad- 
mission to the hospital the patient fell and injured her spine. She began 
tu take a patent medicine to dull the pain and the habit grew to excessive 
proportions. Because of her physical and mental condition it was decided 
that she visit relatives in another city. She suspected her relatives of at- 
tempting to put her out of the house on to the street, and became so abusive 
that it was necessary to take her back to her home. On her return she 
talked constantly and would not sleep at night. She was resistive and 
threatening and finally had to be admitted to a State hospital. 
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No. 13. E.S. Female. Admitted November 19, 1930, at age 37. 


There were no nervous or mental diseases among the grandparents, the 
paternal grandparents and the maternal grandmother dying at the advanced 
ages of 90, 80 and 81, respectively. The maternal grandfather (1) died of 
pulmonary tuberculosis at age 57. The patient’s father (5) is an alcoholic, 
who was sexually promiscuous, and was divorced by the patient’s mother. 
The father is one of a family of six, he having two brothers and three sisters, 
A sister (2) is described as psychopathic, being peculiar, seclusive and diffi- 
cult to get along with. One brother (3) committed suicide at age 56, the 
other (4) is aleoholic. The patient’s mother is considered a fine type, is am- 
bitious and supports herself by working in a knitting mill. She is one of a 
family of six, having four sisters and one brother, all deceased. 

The patient (6) is the oldest of five children. The oldest sibling, a male, 
died at age two. Another brother died in infancy. A sister (7) aged 29, 
is married and has three children. She is considered nervous and quick- 
tempered. Another sister died at age 4 of spinal meningitis. 

The patient was a normal child, teething, talking, and walking at the usual 
ages. She entered school at age 6, and completed the 8th grade at 14. She 
then took a course in nursing. She worked for a time as a child’s nurse but 
finally gave up the work in order to remain at home. The patient married 
after a year’s courtship, saying she wanted a home like her sister, who was 
younger, and who had married a year before. The patient was a good house- 
keeper and her married life was congenial. In April, 1930, patient’s father- 
in-law died, following a fall; his death was a great shock to the patient. She 
told her husband that she had heard someone say that he had invited his 
mother to come and live with them. The patient became irritable, wanted to 
argue all the time, and seemed unable to concentrate. She became upset over 
an argument with her sister-in-law; she wanted her husband to leave her 
and live with his mother. Ten days prior to admission the patient’s appetite 
became poor; she began to think that her husband and mother were trying 
to poison her, that her husband was putting opium in her food. She thought 
her mother was trying to hypnotize her, and would scream if her mothe- 
came near her. She refused to eat, threatened to jump out of the window 
and the family felt they could no longer care for her at home. 
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No. 14. M.D. M. Female. Admitted June 13, 1930, at age 28. 

No nervous or mental disorders were reported in the grandparental gen- 
eration. The patient’s father (1) is an easy-going and good-natured individ. 
ual who has been alcoholic for many years. He has one sister, The patient’s 
mother is living at age 60 and has four brothers and one sister. The latter 
died at age 40. 

The patient (2) is the third of five children; the oldest siblings were a pair 
of twins, one of whom died at age 2; the other is 20 years of age, single and 
a laborer. A sister, aged 25, is the wife of a laborer and has two children. 
The youngest sister is single and is employed in a large electrical plant. 

The patient developed normally and attended school from the age of 
9 to 15, completing the sixth grade. After leaving school she worked in a 
mill until her marriage. She was brought up by parents who were believers 
in witches, spiritualism, fortune telling and signs. From 3 to 5 years of 
age she was in a foreign country with her parents. While there she fell on 
a fire, causing severe burns on the right side, leaving sears. She was of a 
nervous, high-strung, quick-tempered type. Her feelings were easily hurt 
but she got quickly over it. At the age of 20, she married, after a week’s 
courtship, a man 10 years her senior. Her married life was congenial except 
that she was inclined to be jealous of her husband. Since 1923 the patient 
has been obsessed with beliefs in witches, spirits and signs. Since 1925 she 
has had difficulties with her neighbors. After the death of her father-in- 
law she was much upset, beeause the property was not divided and her hus- 
band given his share. She has been unfriendly to her mother-in-law since 
then. Later she lost $40 and was very much upset over this. She received 
another emotional shock when her son was stabbed by a neighbor’s boy. 
Within three days she demanded the release of her son from the hospital, 
as she feared her neighbors might poison him there. She developed delu- 
sions with respect to the marital fidelity of her husband. She began to 
fear that her food was being poisoned. It finally became necessary to move 
her from her home to a State hospital. 
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No. 15. J. g, Male. Admitted March 6, 1929, at age 35. 

There is no history of mental disease or mental defect in the grandparen- 
tal and parental generations. The father, a farmer and laborer who drinks 
moderately, is alive and in good health at age 61. The patient’s mother was 
one of a family of 14. She died at age 51 from injuries received in an auto- 
mobile aecident. 

The patient (4) had 12 siblings. The oldest, a brother, bled to death 
shortly after birth. The next brother died at age 13 from appendicitis, re- 
sulting from a kick by a horse. Next is a married sister (1) who has no 
children. She is deseribed as alcoholic and inferior. The next sister (2) is 
married and has one child. She is feebleminded and has been in a State in- 
stitution for the feebleminded. Another sister (3) is the wife of a laborer, 
and has three children. She, too, was a patient in a State school for the fee- 
bleminded. The patient was followed in order of birth by seven brothers. 
The oldest of these was a laborer who died in the war in 1918. The next 
brother is a farm laborer, 26 years of age, who lives with his father. Another 
brother is single, and an employee of a wallpaper company. He was fol- 
lowed by a brother, aged 20, who is a tenant farmer, and married. The next 
brother, aged 18, lives at home and helps his father on the farm. The two 
younger brothers live at home with their father. 

The patient’s developmental history was normal. At eight years of age 
he met with an accident, when some dynamite caps exploded in his pocket, 
blowing off a part of the right thumb and forefinger. At 14 years he had 
a severe attack of pleurisy and pneumonia but made a good recovery. He 
left school at age 16, and worked for various paper mills. He lived with a 
married woman for a year, while her husband was in the army. She then 
returned to her husband, but finally deserted him. The husband secured 
a divorce. The woman then returned to the patient, who married her. Their 
married life was stormy. The patient accused her of infidelity. He spoke 
to everybody about her, and abused her. Neighbors finally had to intervene 
in the quarrel. His behavior resulted in his commitment to a State hospital. 
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No. 16. G.B.H. Female. Admitted August 27, 1930, at age 48. 


On the paternal side there is a history of tuberculosis. The grandfather 
(1) died at the age of 44. The father (3) died of tuberculosis at the age of 
56. A paternal aunt (2) also died of tuberculosis at the age of 51. Another 
paternal aunt had a daughter (4) who was admitted to a State hospital at 
the age of 57 with a manic-depressive psychosis. A maternal aunt also had 
a daughter (8) who was admitted to a State hospital with manic-depressive 
psychosis at 30 years. 

The patient (6) was the third in order of birth. The oldest, a sister, died 
of tuberculosis at age 29. The next sister, 50 years of age, is single and 
works as a saleslady. Another sister (7) died at the age of 33 of influenza. 
She was described as neurasthenic. The youngest sister, 42 years of age, is 
single and is employed as a stenographer. 

The developmental history of the patient was normal. She was taught at 
home by a private teacher until she was 10 years of age and then went to an 
academy where she made normal progress. The patient was of an egotistical 
type. She never cared for the opposite sex but went out with them for the 
good time she could have. She took different courses to better herself. In 
1903 she and her sister were in a train wreck. The patient was hysterical 
for sometime following. About that time there were many forest fires and 
the patient worried about them. In 1913 it was noticed that the patient be- 
came moody and did not appear to continue her usual interests. She was 
treated at home for three months and improved but did not fully recover. 
In 1915 and 1916 when the patient’s sister kept a rooming house, the patient 
had trouble with the roomers and complained that she was unable to sleep. 
Later she developed delusions that she was being pursued by an employer. 
In 1920 she would lock herself in her room because she thought people were 
looking at her. Since 1929 she has said that her sisters are the cause of her 
trouble, that they made signs and prevented her from getting positions. 
After the death of the patient ’s mother she accused the sisters of keeping her 
share of the estate, though she had previously spent her share taking courses 
in different schools. It became so difficult to control the patient that she was 
finally committed to a State hospital. 
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No. 17. L.M.R. Female. Admitted June 16, 1930, at age 45. 

There was no history of mental disorder in the parental or grandparental 
generations. The father was a cabinet maker and a man of even, sociable 
disposition. He died at the age of 84. He had three sisters who died at 
the ages of 94, 84 and 60, respectively. The mother is a woman of even, 
sociable disposition whose general health is good. She is living at the age 
of 81. 

The patient is the fifth of eight children. The oldest, 50 years of age, 
is single and is a sheriff. The next brother, (1) 49 years of age, is single and 
was committed to a State hospital at 29 years of age with an undiagnosed 
psychosis. The oldest sister is the wife of a school inspector and has two 
children. The next sister, (3) who has two children and has been divorced. 
was cared for in a State hospital for one and one-half years. The next 
sibling is a brother, 43 years of age, a builder by occupation; he is married 
but has no children. A sister is the wife of an automobile salesman and has 
five children. The youngest sibling is a brother, 30 years of age, who is a 
marine engineer. He is single. 

The patient (2) has been high-strung, quick-tempered and outspoken all 
her life. She was always a poor mixer. She made normal progress in school 
and was later considered a good worker. Her married life has been happy. 
She lost a son at four months of age, then took her nephew into her home. 
Both she and her husband have been much attached to him. The patient’s 
mental difficulties began about nine months prior to her admission to a State 
hospital. She began to think that she was being watched and talked about 
by her neighbors. She began to smell odors and thought her neighbors were 
responsible for them. She thought the house was wired and that her neigh- 
bors could hear what she said. They moved to a new home, the patient’s 
husband thinking that new surroundings would improve her condition, but 
she developed the same delusions about the new neighbors. Her condition 
grew worse and she became so abusive that it was finally necessary to have 
her committed. 
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No. 18. M.P. Male. Admitted November 14, 1929, at age 23. 

There were no mental disorders in the parental and grandparental gener- 
ations. The father was a naturalized citizen employed as a shipping clerk. 
He is living and is in good health. He is one of a family of seven, having 
four brothers and two sisters, all showing marked longevity. The youngest 
is still alive at the age of 60. The patient’s mother is of an even disposition 
and is in good health. 

The patient is the youngest child in the family. The oldest, a brother, 
keeps a seafood market, is married and has two children. The next brother, 
a machinist in an electrical establishment, is also married and has one child. 
The next brother (1) was a bartender. He was alcoholic and died of pulmon- 
ary tuberculosis at the age of 26. The next sibling, an unmarried sister, 38 
years of age, lives at home, helping her mother. A brother, a machinist, is 
married and has three children. The next brother was formerly a State 
trooper but now assists his older brother in the seafood market. He is sin- 
gle. A sister died of diphtheria at age four. A brother, 26 years of age, 
is a chauffeur; he is married but has no children. The next brother, 25 
years of age, is in the navy. 

The patient (2) had a normal birth and development but was always re- 
garded as stubborn and hard to manage. He was quick and active, always on 
the go. After leaving school he worked as a mechaniec’s helper in an electrical 
establishment, but became discontented after two years and left to work on a 
farm. He gave up the latter job after a year and a half to join the navy, 
from which he was discharged for disability six months prior to admission to 
a State hospital, and has not worked since. In January, 1929, he was eared 
for in a hospital in Boston, complaining of vague pains suggestive of prosta- 
titis. He later became retarded, hallucinated and catatonic and was admit- 
ted to a hospital in Washington, D. C., in May, 1929. After three months he 
was taken home by a brother and appeared normal for two months. In Oc- 
tober, 1929, however, he suddenly stopped talking, began to walk the floor 
day and night, and smoked to excess. He would walk with his head hanging 
down and snicker out loud to himself. While at the table he behaved well 
but did not ask for anything. If he wanted something he couldn’t reach, he 
would stare at it and the family would pass it to him. He refused to take a 
bath, and would walk the floor all night, if not put to bed. He refused food 
and water and finally became so difficult to manage that he had to be com- 
mitted to a State hospital. 
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No. 19. G.M. Female. Admitted October 17, 1930, at age 30. 

There is no history of nervous or mental disease in the grandparental and 
parental generations. The patient’s father died at age 40 of Bright’s disease, 
He was of a quiet, even disposition. The patient’s mother is alive and in good 
health. She is one of ten children, representing five sets of twins. All died in 
infaney except the patient’s mother and her twin brother. The latter died 
at age 60. 

The patient (1) was the youngest of 11 children. The oldest, aged 47, is a 
painter, married and has three children. A sister was accidentally shot at 
age 12. The next sibling died at six months of age of measles. Another 
sister died at age two. A brother, aged 43, is a mill laborer, he is married 
but has no children. The next brother was also a mill laborer. He was 
married but had no children. He died at age 32 of diabetes. The next 
sibling, a brother, is a mill laborer, is married but has no children. Another 
brother, age 36, is married but has no children. The youngest brother is 
a laborer, is married and has four children. The youngest sibling, a sister, 
is the wife of a weaver; she has no children. 

The patient’s birth and development were normal. She was retarded in 
school, however and was considered dull. She worried much because she 
could not get steady work. Following her marriage, six years prior to the 
onset of the psychosis, she developed a bad temper and was extremely jeal- 
ous of her husband. She accused her mother of abusing her and had trouble 
with the neighbors and other tenants in the house over trivial matters. She 
accused her husband of infidelity. About a year prior to her admission 
to a State hospital, the patient had an affair with another man and became 
pregnant. She carried on this affair thinking that her husband would be- 
come jealous and would stop paying attention to other women, of which 
she accused him. They separated but the husband continued to support her 
as long as he was employed. In November, 1929, the patient had a criminal 
abortion after which she had many erying spells and behaved in a hysterical 
manner. On several occasions she threatened to commit suicide. At times 


she became depressed for several days, refused to talk and was finally com- 
mitted to a State hospital. 
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No. 20. N.G. Male. Admitted November 29, 1930, at age 32. 

There is no history of any mental disorder in the family through three 
generations, with the exception of the patient. The paternal grandfather 
died at the age of 93 and the paternal grandmother died at the age of 95. 
The father, who died at the age of 73 of pneumonia, was an importer of 
cheese, oil, ete. He had two sisters, one of whom died at age 66, the other 
is still living. The maternal grandfather died at age 97 and the maternal 
grandmother died at 98 years. The mother is alive at 76 years of age. She 
has three brothers and three sisters. One sister died at age 93 and another 
at age 87. 

The patient (1) is the youngest of 10 children. The oldest, a sister, is mar- 
ried and has 10 children. The next sister is also married and has 10 chil- 
dren. The third oldest sister is married and has 9 children. The next 
sister is married and has six children. Another sister is married and has 
no children. The oldest brother, 39 years of age, is single and is a police- 
man. The next brother, also single, is a barber. The next brother, 34 years 
of age, is married and has one son. The youngest sister, 33 years of age, is 
single and works in a textile mill. 

The patient’s developmental history was normal. He has been pampered 
and made much of, especially by his mother. After leaving school he ran 
away from home and joined the United States army, seeing service on the 
Mexican border and later in France. He returned to the United States 
in 1919. He had markedly changed. He expected much attention and honor 
because he had served his country. In 1920 he was sent to a State reforma- 
tory for a crime and has since felt that he would never amount to anything. 
He drifted from one thing to another, never keeping a job. In the early au- 
tumn of 1930 he was brought home from New York and has sinee com- 
plained of people talking about him because he does not work. He eom. 
plained that people in the house were making noise purposely, so as to annoy 
him. He was very nervous, constantly jumping from bed and running about 
the house. At one time he threatened to kill some members of the family, 
because he alleged they were too noisy. He developed delusions about his 
mother saying that she was putting things in his food. He was finally com- 
mitted to a State hospital where he has been sullen, antagonistic and restless 
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No. 21. S.H. Male. Admitted September 17, 1930, at age 31. 

There was no mental or nervous disease in the grandparental or parental 
generations. The paternal grandfather, a carpenter, died of Bright’s dis- 
ease at age 65. The paternal grandmother died of a brain abscess at age 
67. The maternal grandfather was also a carpenter and died at age 79 of 
apoplexy. The maternal grandmother died of pneumonia at age 65. The 
patient’s father is living and is employed as a painter. He is one of a 
family of ten, he having six brothers and three sisters, all living, but onie sis- 
ter who died at age 34. The mother is living and is in good health. She is 
one of a family of ten, she having five brothers and four sisters, all living. 

The patient (1) is the oldest of nine children. The oldest sibling, a sister, 
is the wife of a store manager and has four children. <A brother is a stock 
elerk in a large electrical establishment, is single and lives at home. The 
next brother is a clerk in a mail-order house, is married but has no children. 
A sister, aged 23, is married to a truck driver and has one child. The next 
sister, aged 19, is single and lives at home. A brother, aged 17, works in a 
garage, is single and lives at home. Another brother, aged 14, attends 
school. The youngest sister, a sibling, is in the sixth grade. 

The patient’s birth and subsequent development were normal. He made 
fair progress in school. At age 19 he was struck by a railroad engine and 
was unconscious for about 15 minutes. He is thought to have been of an 
introverted make-up. His married life was happy until a short time prior 
to his divorce when the patient learned that his wife was going out with a 
former suitor. In 1928 the patient complained that he could not work 
steadily because of a hernia. He also thought that he had appendicitis and 
spoke constantly about having an operation. He became seclusive and 
would not mingle with people as formerly. In April, 1930, he was operated 
upon for a hernia and at the hospital developed peculiar mannerisms and 
behavior. Upon his return from the hospital he could not sleep well and 
imagined further physical ills. He attempted suicide by drinking iodine, 
and was then committed to a State hospital. 
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Nervous Breakdown; Its Causes and Cure. By W. BERAN Wo.rFE 
M.D. 240 pages. Farrar & Rinehart, New York. 

Dr. Wolfe, a disciple of the Adlerian School of Individual Psychology, 
and director of the Community Chureh Mental Hygiene Clinic, New York, 
has written in an exuberant, facile, and at times dramatie style, a stimulat- 
ing book of 240 pages which should appeal to physicians, social workers, 
parents, teachers, sociologists and others interested in the maladjusted. 

In the preface the author tells us that it is written primarily ‘‘to help 
the patient to help himself;’’ secondly, as a guide to the general practi- 
tioner; and finally, to help the patient’s family and friends to understand 
the patient’s conduct. 

The types of maladjustment deseribed vary greatly from minor to major, 
which are included in that large non-institutional group, the neuroses, psy- 
choneuroses, psychopathic states and conflicts. 

In this work Dr. Wolfe adheres closely to the Adlerian formulations and 
postulates as the fundamental cause of the nervous breakdown, the inferior- 
ity complex: ‘‘The nervous breakdown is not an accident, but an uncon- 
scious strategy of life, with a beginning in an inferiority complex; a defin- 
ite, if unconscious, goal, i. e., the production of a feeling of security; and 
a well-defined technique, both conscious and unconscious, of attaining its 
goal.”’ 

There are seven chapters, each headed with a brief summary of the topies 
contained therein. 

In Chapter 1 he describes the nervous breakdown, its causes and cure. 
It is considered a ‘‘personality’’ or ‘‘psychologieal’’ knock-out which re- 
sults from the transgression of the basic laws of human conduct, ineluded 
in the three great problems of life, and into which all difficulties are re- 
solved, i. e., the problems of work, sex and society. 

The breakdown is ascribed to fear and ignorance, which, in turn are 
based on physical or organie handicaps, sibling competition, struggle for 
domination between the sexes, conflicts due to social, religious, or racial 
minorities, the unfavorable emotional influences of parents and teachers, 
parental neglect, hate, undue authority, nagging, pampering, coddling and 
over-solicitude, ete. 

In this first chapter he introduces the concept of ‘‘face’’ which is neces- 
sary to the understanding of the breakdown, and is defined as ‘‘the erystal- 
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lization in some specific form of the individual’s striving for God-like supe- 
riority.’’ The eriterion between the normal, objective, well-adjusted indi- 
vidual and the neurotic is, that the former bases his sense of ‘‘face’’ on use- 
fulness to his fellow-men, which ‘‘alone takes into consideration the funda- 
mental factors of social organization, and is independent of external con- 
ditions,’’ while the neurotie’s sense of ‘‘face’’ is based on ‘‘ purely subjec- 
tive, fictional,’’ and otherwise untenable premises, such as physical beauty, 
height, muscle prowess, money, ete. 

In Chapter 2 he takes up symptomatology. The choice of symptoms de- 
pends primarily upon the individual’s physical and temperamental make- 
up, as well as the nature of the critical situation and the environment in 
which the break occurs. 

He gives an interesting and illuminating decalogue of fundamental at- 
tributes of the symptoms which will be found helpful to those dealing with 
the neurotic. First, the patient must be ‘‘unaware’’ of the meaning of his 
symptoms which must seem beyond his control, and must indicate a basic 
egocentricity and lack of social cooperation. Second, he must be convinced 
of their ‘‘uniqueness.’’ Third, they must occur during, just before, or just 
after a ‘‘eritical situation,’’ and must be surcharged with an ‘‘unconscious’’ 
fear of impending personality disaster. Fourth, they must establish a sub- 
jective and emotional sense of security. Fifth, they must, at least approxi- 
mately, attain a goal] of ‘‘face saving.’’ Sixth, they must effect their goal 
by establishing the patient’s ‘‘physical helplessness’’ and simultaneously 
show his conscious willingness to face the problems which he is uncon- 
sciously avoiding. Seventh, they must establish a ‘‘seapegoat’’ which must 
be a pain, or an obsession, a doubt, an uncontrollable fear, ete., the formulae 
being ‘‘If I didn’t have this pain (or obsession, or unfortunate fear) I 
would go on.’’ Eighth, the symptoms must seemingly lie outside his vol- 
untary responsibility, Ninth, the symptom must be futile, and completely 
devoid of any common sense basis. It is always exaggerated in intensity. 
Tenth, it must remove the patient from open competition with his fellows, 
or effectually limit his activity to a constricted and futile side-show of life. 

He reduces the symptoms to three categories. In the first category we 
have symptoms related to physical constitution ‘‘depending particularly 
upon minor functional anomalies of the tissues and organs.’’ An unstable, 
vulnerable, sympathetic nervous system is held responsible for such fan- 
tastie symptoms as ‘‘an unholy jumping’’ in the stomach, a ‘‘terrible’’ tear- 
ing of the heart, ‘‘hot and cold shivers’’ running up and down the spine, 
ete. 


The second category of symptoms is found in the emotional sphere. ‘‘No 
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matter what the manifestations, the emotional tone underlying all symptoms 
is that of hopeless pessimism, and stubborn non-cooperation.”’ 

The third category falls in the intellectual and moral spheres, and is 
found more frequently in people of education and culture. Referring to 
the infrequenecy now-a-days of major hysteria in terms of convulsions, 
paralysis, blindness, ete., he claims that fashions in nervous breakdown 
change with the times as fashionable clothes, entertainments, ete. To-day 
the individual suffers a ‘‘disereet’’ nervous breakdown who formerly would 
manifest disturbance in terms of major hysteria. 

In Chapter 4 he considers breakdowns resulting from problems associ- 
ated with sex. These are not due to the Freudian ‘‘repressed infantile 
sexuality’’ but rather to ‘misinformation’ and ‘miseducation.’ 

He is quite optimistie in his attitude toward the solution of this class of 
problems, even towards the more serious one of homosexuality. Deploring 
the lack of information on sex in our educational institutions, he aptly 
states, ‘‘From the down-right pornography of the tabloid newspapers, 
through the sickening sentimentality of infantile movies, to the psyeho- 
pathological pruriency of the ‘emancipated’ novelists, little honest light is 
offered the individual who searches for knowledge and guidance in the 
sphere of sex.’’ 

He describes five different types of sexual breakdowns, and documents 
each with cases selected from his practice, and which he has treated suc- 
cessfully. 

In Chapter 5, after citing a case of a breakdown due to financial reverses, 
he discusses the National Economie Breakdown. Here he lets his prole- 
tarian sympathies and convictions run away with him, as he becomes both 
caustic and sarcastic in his denunciation of the behavior of the American 
people during the depression, as is evident from the following: ‘‘The de- 
pression has shown up the average American as a superstitious, socially 
maladjusted, politically naive, economically unawakened, psychologically 
immature adolescent crying for the lost lollypop of prosperity, and patheti- 
eally ineapable of doing anything fundamental or constructive about it.”’ 

The New Deal with its drive for social justice, for elimination of the 
‘‘rugged’’ and narrow individualism which is said to have led us into the 
depression, and the promotion and development of an intellectual individ- 
ualism willing to cooperate with one’s fellows for a eommon weal, should 
satisfy the demands of an ardent Marxian. 

The final two chapters, i. e., 6 and 7, are devoted to treatment, with em- 
phasis on the psycho-social level. The first requirement is that the patient 
should realize there is something wrong with him, and that he cannot under- 
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stand the ‘‘meaning’’ and ‘‘purpose’’ of the breakdown without the cooper- 
ation of a ‘‘properly trained psychiatrist.’’ 

Dr. Wolfe’s approach here will be found satisfactory to the psychobiolo- 
gist, as he recommends the study of the physical and emotional make-up of 
the patient, his past experiences, training and education, the nature of the 
critical situation as well as the environment in which the break occurs. 
‘All of these factors must be taken into consideration’’ in understanding 
and treating the nervous breakdown. 

The aim of the treatment is an ‘‘extension of the personality to the 
solid granite of objective activity and social cooperation.”’ 

He advocates a child guidance clinic in every school, as the prevention 
of mental breakdowns is more successfully accomplished by the child guid- 
anee ¢linie than by any other institution. 

While not subseribing to the ‘‘inferiority complex’’ as being the etiologi- 
eal factor at the basis of the nervous breakdown, one must admit the mental 
hygiene, as well as the psychiatric significance of the emphasis placed upon 
the social development of the personality by the School of: Individual 
Psychology. 

The reader is reminded that a nervous breakdown is too serious a matter 
to leave to the tender mercies of an insufficiently trained layman, such as 
the self-styled, ‘‘practical’’ psychologist, the ‘‘lay analyst,’’ and the ‘‘mind 
healer.’ He might have added for good measure, the ‘‘consulting’’ or 
‘‘clinieal’’ psychologist who sets up his shingle to diagnose and treat ‘‘ per- 
sonality disorders. ’’ 

LONERGAN. 


Textbook of Abnormal Psychology. By R. M. Dorcus and G. W. 
SHAFFER. 389 pages. $4.00. Williams and Wilkins Co., Baltimore. 
1934. 

Although containing little that is new, this book is of distinet value to 
both psychiatrists and psychologists. For psychiatrists, it provides a con- 
cise, well-organized, up-to-date résumé of psychological contributions to psy- 
chopathology. Wherever possible, the behavior of abnormal individuals is 
related to that of normal individuals. 

Psychologists will find the critical, well-balanced chapters on the neuroses 
and psychoses highly informative. The viewpoints of the various schools 
of psychiatry are treated in an impartial and lucid manner. In addition, 
many important psychological topies are conveniently summarized. 

The spirit of this volume is experimental and eclectic. Unlike similar 
books, it contains much of a physiological nature. 

J. PAGE, 
Kings Park State Hospital. 
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How the Mind Works. By Cyrit Burt, D. Se., ERNEst Jones, M. D,, 
EMANUEL Mier, M. D., and WitiiamM Moopir, M. D. 333 pages. D, 
Appleton-Century Company, Inc., New York City. 1934. 

The chapters comprising this volume were originally delivered as a set 
of radio talks on psychology, broadeast over the British Broadeasting Cor- 
poration’s network. The book is edited by Cyril Burt, who is professor of 
psychology in the University of London. Its purpose is stated ‘‘to show, 
by simple instances and in plain terms, how the interest in the human 
mind has grown into a serious scientific study, and how the conclusions 
reached have a close and practical bearing on the problems of everyday 
life.’’ All of the radio ‘‘talks’’ have been revised, but the conversational 
note persists and the book remains a popular discussion rather than a tech- 
nical summary or review. 

The book is presented in three parts, with first a consideration of the con- 
scious and unconscious working of the mind of the adult. The psychology 
of childhood is considered in Part II, the editor observing that more is 
known of the psychology of childhood than of any other branch. The 
final division of the book, comprising 152 pages, is entitled ‘‘ How the Mind 
Works in Society,’’ and treats with topies of popular interest on which 
psychology has thrown fresh light. 

In Part I, Cyril Burt has written the discussion of the conscious mind 
heading the two chapters ‘‘Studying the Minds of Others’’ and ‘‘Studying 
One’s Own Mind.’’ The psychological methods of observation and experi- 
mentation are illustrated in a study of the functions of the conscious mind. 
‘The Unconscious Mind’’ is presented by Ernest Jones, M. D., president of 
the International Psychoanalytie Association, and consists of three chap- 
ters giving the psychoanalytic conception of the unconscious. The Freud- 
ian theories of dream interpretation, particularly the wish fulfilling mech- 
anisms, are also stressed by Jones. 

Part II, on the ‘‘ Psychology of Childhood’’ has chapters on the develop- 
ment and functioning of the child’s mind by Emanuel Miller, M. D., honor- 
ary medical director of the East London Child Guidance Clinic. The influ- 
ence of the family circle on the child’s emotional development is considered 
in some detail. He emphasizes the effects of likes and dislikes, and the in- 
fluences of love, dependency, fear, anger and jealousy, as factors influenc- 
ing personality development. William Moodies, M. D., medical director of 
the London Child Guidance Clinic, reviews two phases of treatment prob- 
lems, urging particularly that parents endeavor to understand their chil- 
dren and accept apparent peculiarities of behavior occurring in normal 
children from time to time as natural errors in the course of adjustment 





—— 
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and growth, without exaggerating their significance. He emphasizes the 
value of play as a treatment medium, 

Burt contributes Part III, ‘‘How the Mind Works in Society.’’ As indi- 
eated previously, this is a study of various popular subjects which have 
oecupied psychologists’ attention. The psychology of the difference between 
nations, of polities, of the sexes, of leisure, of art and of religion are the 
sub-titles of this part of the volume. 

In the chapter on the psychology of the sexes, Burt compares the sexes 
very carefully as to their ability in the physical, intellectual, and emotional 
spheres. He finds that intelligence and reasoning ability is fairly evenly 
divided between the sexes, but there are great deviations in some details, 
such as men excelling in physical movement and women possessing more 
acute powers of sensation. He concludes that generally the sex differences 
are far less than are commonly assumed, and when we find a marked diver- 
gence it is due to difference in training or imbalance of the internal glandu- 
lar system. The other topics are also diseussed thoroughly, but space does 
not permit special reference to each. 

Beeause of the circumstances under which the book was written there is 
very little cohesion in the volume, this being particularly true in the last 
section. However, the subjects are somewhat interrelated and will be of 
interest to anyone with a psychological trend. The non-technieal style will 
make the book popular with those who have not had any particular psycho- 
logical training, and yet are interested in how the mind works. 

ARTHUR W. PENSE, M. D. 


The Rise of Preventive Medicine. By Sir Georce NEwMAN. 270 pages. 
Oxford University Press, London. 

This comparatively small volume contains more of the development of the 
public health movement than has previously been gathered together in any 
single book. 

The first eight-tenths of the book describes the progress of preventive 
medicine from its earliest conception to the beginning of the nineteenth cen- 
tury. As a chronologie record of the subject designated on the cover, its 
equal has not come from the press in recent years. 

In addition to its being a reliable reference for source material, the book 
earries the reader along by the easy style so characteristic of the author. 
A book so instructive and entertaining, and withal, so concise and reliable, 
should find a place in the library of many physicians and public health 
workers. 


DON M. GRISWOLD. 
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Speech Disorders. By Sara M. StincuFrie.p, Ph. D. 341 pages. Har. 
court, Brace and Company, New York. 

‘*A Psychological Study of the Various Defects of Speech’’ well describes 
a thorough and careful handling of the entire field of speech disorders. The 
book’s chief appeal necessarily is to the ‘‘speech specialist’’ and indeed to 
those not familiar with its highly technical nomenclature it is clearly edu- 
cational. The material is well-organized and presents in sequence the devel- 
opment of speech in infancy, a discussion of the speech disorders occurring 
in deaf and blind children and an interesting chapter on cleft palate with 
some excellent illustrative plates. Much etiological study on stuttering is 
undertaken with rather vague conclusions which is true also of the consid- 
eration of right and left-handedness and cerebral dominance. The section 
given to ‘‘Statistical Studies’’ confines itself to limited social groups and 
at times it is difficult to relate the findings tabulated in several very excel- 
lent charts with ‘‘speech disorders.’’ The chapter on ease histories is well- 
presented and entirely commendable. The reviewer is moved to confess his 
inability to evaluate the references to Bleumel and Swift, but it would ap- 
pear that the author’s quotations admit the possibility of error. 

The book has decided literary merit and the subject material has been 
well-presented, but one feels that lack of consideration of treatment in a 
work which is offered to child guidance and hospital clinies where treatment 
is of prime importance. In spite of certain obvious defects the book will be 
of much value. 


KILPATRICK. 
Private Worlds. By Puyisis Borrome. 342 pages. Price $2.50. Hough- 

ton Mifflin Company, Boston and New York. 

The setting of this novel of 342 pages is in a mental hospital and the 
chief characters, including the superintendent and two assistant physicians, 
are psychiatrists. Other characters include a few patients. The subject- 
matter deals with their work and relationships to their patients and to 
some extent with their love affairs. In the main the situations are true to 
life and with a few exceptions include what might happen in any small 
well-managed mental hospital with a continental background. It is per- 
haps unusual for the psychiatrists to be such excellent brain surgeons as 
they are portrayed and it would be unusual in this country for the super- 
intendent to find himself on a pienie with the woman physician soon after 
his appointment! The author has caught the devotion of the staff and the 
employees to the patients and she has avoided the too common diseussion 
of violence, improper treatment and startling experiences which exist chiefly 
in the minds of sensational writers. The book is dedicated to Dr. Leonhard 


Seif. 


SANGER BROWN, II, M. D. 
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Character Education in Soviet Russia. Edited by William Clark Trow. 
$1.25. Ann Arbor Press, Ann Arbor, Michigan. 

The book under review is an excellent introduction to one phase of edu- 
eation in the Soviet Union. It consists of a group of essays (translated 
from the Russian by Paul D. Kalachor) selected from a series which make 
up a course for the training of leaders of the Young Pioneer divisions. The 
children’s organization of Young Pioneers of the name of Vladimir Ilyitch 
Lenin (to give them their full name) numbers about four million members 
from 10 to 15 years of age. It is a unified children’s movement directing 
the children into political, economic and cultural channels. They empha- 
size a philosophy of participation in social and industrial activities. It 
offers opportunities for the children of workers that are absent in other 
countries. It aims at the development of leadership within each little group. 
But above all, the organization as a whole, is tied up with other older or- 
ganizations and is part of the vast educational program and the great cul- 
tural revolution that is taking place in the Soviet Union. 

As Professor George 8. Counts points out in his foreword to the book 
‘‘the characteristic which distinguishes the Russian revolution most strik- 
ingly from the revolutions of the past and which may be expected to mark 
all revolutions of the future is the attention given to children and youth.’’ 
The Russians believe that their revolution will be suecessful in the long 
run, only if the very character of their people will change. They firmly 
believe in the old Russian proverb that says: ‘‘A child ean be formed, a 
youth can be bent, but only the grave can straighten the hunched back of 
an old man.’’ Consequently, although they have not neglected the older 
generations, they have turned most of their attention to the gigantic task 
of educating the children and the youth in the theories and practices of 
Communism. Their success to date in this field is unquestioned, and Pro- 
fessor Counts remarks that ‘‘their achievements are without precedent in 
human history.’”’ 

The Russians were among the first to recognize that the school is but one 
phase of education. Accordingly they have developed new instruments and 
coordinated old forces for the task of achieving their cultural revolution. 
Among the most important of the new instruments are their societies for 
the children and youth. Mr. Trow has performed a fine service to Ameri- 
can students of education and sociology in collecting and editing this valu- 
able series of essays. Written as they were for home consumption and not 
for the benefit of outsiders, they carry us into the thrilling inner recesses 
of the cultural revolution. 

DAVID M. SCHNEIDER, 
New York State Department of Social Welfare. 
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The Mind of the Child; a Psychoanalytical Study. By CHARLEs Bav- 
pouin. Translated by Eden and Cedar Paul. 282 pages. Price $3.00. 
Published by Dodd, Mead & Co. 

This book is intended for parents and teachers, especially the latter. The 
author makes no attempt to teach the technique of psychoanalysis as applied 
to children or to formulate a methodology of education. His sole ambition 
has been to depict the child mind as revealed by psychoanalysis. The term 
‘psychoanalysis’ is not to be taken in its narrower sense of Freudian analy- 
sis since the author borrows quite freely from Adler, Jung and others as 
well. 

A rather thorough account is given of the chief shocks to which those 
passing through the first years of childhood are exposed. Much is made of 
the trauma of weaning, the shock of separation from the mother, sibling 
rivalry, the oedipus and castration complexes, and especially the sexual 
shocks of childhood. ‘‘The problems with which a child is faced when it 
discovers the difference between the sexes; the questions that torment it as 
concerns birth; the dangers that arise when it learns of the intimate sexual 
relationships of adults; the quasi-universality of masturbation in infaney; 
the frequency of masturbation at puberty and the profound sense of guilt 
which may arise in these connections; the need for frank explanations and 
for the avoidance of threats as regards masturbation, and as regards the 
whole realm of the sexual life where children are concerned—these are vari- 
ous matters of which parents and educators must never lose sight.’’ 

The author is to be particularly commended for his inclusion of consid- 
erable case material, brief and always interesting and intriguing. The 
usual popular book on the child mind avoids the frank, courageous exposi- 
tion of such difficulties as have to do with sadism, anal] interests, oedipus 
relationships, ete. Such an exposition naturally involves some theoretical 
discussion and considerable usage of technical terms which the average lay 
person may be unable to follow or grasp. This book, which may be thought 
of as standing midway between a popular presentation and a technical, pro- 
fessional work should fill then a very definite need. The parent or teacher 
who wishes to go more deeply into the subject than the ordinary popular 
work will take him, will find satisfaction here. Even if the full significance 
and theoretical exposition will not be entirely assimilated, at least the 
reader will have been brought into contact by means of many brief case 
reports with many phases of the child’s mind that might otherwise have re- 
mained hidden from him. I believe this to be the chief merit of the book. 

For example, to illustrate sibling rivalry he cites the following—‘‘I had 
a little girl of five under my care who had just been presented with a baby 
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brother. Jokingly she was asked whether the baby might be taken away 
in the wheelbarrow. ‘Oh, yes,’ she replied indifferently, ‘only you must 
bring back the wheelbarrow.’ ”’ 

To illustrate the oedipus complex: Paul, aged four, wants to marry his 
mother, the latter objects. ‘‘What about daddy?’’ Paul laconieally an- 
swers: ‘Oh, he’ll be deaded long ago.”’ 

To illustrate oral sadism: Francois, aged four, saw a man with a wooden 
leg. A little girl told him that ‘‘they cut his leg off.’’ Francois quite dis- 
ingenuously observed: ‘‘I should have liked to eat the meat.”’ 

Almost every page has a generous supply of case reports, anecdotes, ob- 
servations which are all very vivid. 

The following paragraph indicates the author’s point of emphasis as 
regards teachers : 

‘‘First of all we have to realize that the earliest days of childhood play 
a rOle whose importance has so far been grossly underestimated, not to say 
completely ignored. It is usually assumed that the ‘‘serious task of eduea- 
tion must begin round and about the 12th year of life; some persons hold 
that before a child is seven years old education ‘is of no moment.’ Now, 
according to the findings of psychoanalysts, a child of seven has already 
gone beyond the age when its affective life is plastic, for the decisive shocks 
come before the sixth and even before the fourth year. A child of tender 
age should never be handed over to the care of second rate persons. Psy- 
choanalysis emphasizes the fact that a very young child’s psychieal develop- 
ment is already well advanced and extremely complex, so that edueation is 
of primary importance from the outset.’’ 


FREDERICK ROSENHEIM, M. D. 


The Way of All Women. By M. Esrner Harpine, M. D. 335 pages. 
Price $3.00. Longmans, Green & Co., New York, 

The author, a student of Jung, through her experiences as a practicing 
physician, and later as an analytic psychologist of the Jungian school, re- 
veals women to themselves, and explains them to men, in this easily read 
contribution, and thereby helps to clarify the confusion which has existed 
in the relationship between the sexes, 

In nine chapters she considers such topies as the ghostly lover, which she 
deseribes as the animus; work, and its relationship to the woman; the prob- 
lems of marriage and maternity; and deals in a rather clever way with a 
sane philosophy of the later years of life. The author portrays the struggle 
between the sexes in their strife for dominance. She attempts to show how 
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woman through natural instinct, either conscious or unconscious, holds the 
whip over man, who in the last analysis she rates as a ‘‘worm in the dust’”’ 
to women. 

In her chapter on work, there is stressed the fact that these components in 
the woman are called forth in the earlier years and with such there is eon- 
siderable preoccupation, the effort at being self-sustaining, but sooner or 
later she believes that the sexual maternal instinet asserts itself, this ae- 
counting for late marriages in those women who pursue a professional 
career. 

Throughout the book there is pointed out the difference between the sex- 
ual instinct and the maternal instinct, and she speaks of the dangers of les- 
sening of former interests between marital partners when the maternal in- 
stinet is holding sway: with resulting indifference and a tendency to drift- 
ing apart. 

In the chapter on marriage she outlines a rather fatalistie viewpoint, 
states that the marital partners are sure to be disillusioned when she finds 
that the partner does not measure up to the animus. 

The mother rdéle is well written up in the chapter on maternity and much 
mental hygiene can be learned regarding the pathways and pitfalls of the 
parent-child relationship. Then again the author, as all psychiatrists, 
states that the mothers are sure to err in spite of how she may handle the 
child ; she is either neglectful or over-indulgent. She draws analogies from 
ancient and modern writings to prove these contentions throughout the text. 

She stresses the need for three-point interest of the marital partner, espe- 
cially the woman, namely: interest in the partner, in the children, and cer- 
tain extra-family interests, lest an emptiness be found in the woman’s life 
when the partner’s interest wanes, and the children direct their attention 
elsewhere. 

In a broad-minded way she presents the topic of extra-marital relation- 
ships. There is a breadth of vision in this volume and considerable under- 
standing of those forces which dominate human relationships, as seen 
through the eyes of a woman. 

The subject-matter is presented in such a way as to make it clear and 
interesting, and easily understandable to the layman, as well as instructive 
to the psychiatrist. She has so set forth her views as to make one feel that 
she understands human nature, and she has been able throughout the book 
to conceal her own conflicts. Here is a book which ean be read by any 
adult with profit in helping to solve the difficult adjustments of life. 
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Child Guidance Clinics; a Quarter Century of Development. 
By GrorGE S. STeEvENsON, M. D., and Geppes Smiru. 186 pages. Pub- 
lished by The Commonwealth Fund, New York; Humphry Milford, 
Oxford University Press, London. 1934. 

One ean searcely realize that the child guidance clinie which has had 
such a profound influence on social work and which has been a potent factor 
in making psychiatric treatment more generally available for neurotic 
manifestations and personality difficulties, has developed in the past 25 
years. 

Dr. George S. Stevenson, director, Division on Community Clinies of the 
National Committee for Mental Hygiene and Geddes Smith of the Com- 
monwealth Fund, have traced the rise of these clinies from 1909 when 
Dr. Healy was studying the youthful offender from the medical, psychologi- 
eal and social points of view to the present day child guidance clinie with 
its broad educational and treatment implications. 

The authors in tracing clinie development emphasize the contributions 
from other fields which have been utilized in the clinies: ‘‘Child guidance as 
it has been practiced represents an heroic effort to integrate varied ideology 
and a miscellany of techniques. Into its thinking have gone concepts drawn 
from pediatries, endocrinology, psychopathology, psychoanalysis, psycho- 
metrics, behaviorism, gestalt psychology, pedagogy and social work.’’ It 
has been the function of the clinic to select from these fields whatever seems 
to have therapeutic value in the treatment of the child and his difficulties. 

The authors diseuss the functions of various clinies and their adaptability 
to the meeting of community needs, such as general education, training of 
students from the fields of medicine, psychology and social work, the de- 
velopment of techniques in the treatment of behavior disorders and the eval- 
uation of this treatment. 

In conclusion the authors state that ‘‘The child guidance clinic is more 
than a therapeutic agency. It is a tool for synthesizing the most promising 
approaches to problems of behavior and personality in childhood, and for 
demonstrating the synthesis to the professions concerned with those prob- 
lems. It is a laboratory in which new leads may be found for the study 
of the child. As such, it has a place in social evolution.’’ They feel that, 
while the future developments in child guidance will probably depend upon 
the State, that already this movement has affected the best current thinking 
as to ways to prevent delinquency and mental illness and in this way has 
made a marked contribution. 

The book is objectively written and conservative in evaluation as to what 
the child guidance clinie has been able to accomplish. Physicians and social 
workers will find it interesting and valuable. 


HESTER B, CRUTCHER. 
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What We Are and Why. By Lawrence H. Mayers, M. D., and Artnur 
D. WELTON. 340 pages. Price $3.00. Sears Publishing Company, Inc., 
New York. 1933. 

Dr. Mayers, who is professor of medical research in the Medical School 
of Northwestern University, answers the questions implied in the title of 
the book, with a discussion of endocrine physiology and psychology. The 
volume is designed to appeal to lay readers, and the scientific material is 
presented in a clear, interesting style. It will appeal to anyone interested 
in the endocrines and personality factors in behavior, especially school 
teachers, public health nurses, and social workers. Physicians and students 
of psychiatry will be particularly interested in the 17 cases of glandular 
dysfunction presented. The case material is illustrated with photographs 
of the individuals discussed, the four life eycles—infancy, adolescence, ma- 
turity and old age—being pictured. 

Clinieal experience and observation has led Dr. Mayers to the conclusion 
that derangements of the endocrine ‘‘symphony’’ have their origin fre- 
quently in the infectious diseases of childhood—diseases which are very 
lightly treated. The most dangerous disease of all in the author’s opinion 
is mumps and its complications. Illustrative cases describe physical and 
personality changes first appearing after an attack of mumps, and later 
developing until the individual becomes a physical and social misfit, as a 
sex infantilist, a giant, or a dwarf. He urges prevention and more adequate 
treatment of this generally lightly considered disease. 

Obesity is the subject of one chapter, and is defined by the author as a 
disease that. is ‘‘associated with, or caused by, or results from endocrine dis- 
turbances and derangements.’’ He expects this conelusion to be challenged, 
but states that ‘‘the best scientific thought to-day looks to a fuller knowl- 
edge of the ductless glands for the solution of the problem of obesity.” 





Two obese types, one a circus side show attraction, are presented with 
personality descriptions. One of these patients observed the first symptoms 
following an attack of mumps, and the other’s obesity seemed to have its 
etiology associated with an attack of searlet fever. 

The remaining chapters of the book discuss the physiology of the glands, 
disturbances of the individual glands, and the réle of the glands in person- 
ality development. He concludes that ‘‘you are what your glands make 
you . . . your glands are you.’’ The author recognizes the inter-relation- 
ship of other factors in personality development, but feels that the endoc- 
rines are most important. 

The book is recommended to anyone interested in the psychological aspect 
of the endocrine problem. 

ARTHUR W. PENSE, M. D. 
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Keeping a Sound Mind. By Joun J. B. Moraan. Price $2.00. 440 
pages. Published by The Macmillan Company, New York. 


That part of the scientific world which deals with the general problems 
of child development has come to expect clean-cut, concise and readily un- 
derstood books from Dr. Morgan through his various volumes on the devel- 
opment and understanding of children, some of which are used as textbooks. 
The present volume of 440 pages, in which Dr. Morgan advises the indi- 
vidual how to attain and keep mental health, is made up of 14 chapters, 
some of the headings of which include, ‘‘ Mental Conflicts,’’ ‘‘The Mastery 
of Fear,’’ ‘‘Emotional Maturity,’’ ‘‘Correet Thinking,’’ ‘‘Counteracting 
Defects,’’ ‘‘Crime’’ and other topies. Psychiatrie and psychoanalytic terms 
are used throughout the text but with a different significance very often 
than they have for the psychiatrist. The book will doubtless be read with 
both benefit and interest by many persons, as any temperate and sane 
discussion of the mind is beneficial; but while it deals with mental hygiene, 
which is essentially the field of the psychiatrist or of those persons who are 
more or less closely associated with psychiatry, the author does not appear 
to have psychiatrie contacts to a great extent and the book suffers accord- 
ingly. For example, to tell the public in rather brief fashion how to deal 
with serious mental problems such as obsessions, hallucinations, delusions, 
hysteria, neurasthenia and crime seems too optimistic. It has always been 
maintained by psychiatrists that the underlying natures of these disorders 
must be understood if they are to be either prevented or treated. Some of 
the facile methods here suggested seem comparable to the use of a soothing 
ointment for eaneer. However, one must sympathize with the author in his 
attempt to place the known facts of mental hygiene before his readers, a 
task which no psychiatrist has as yet successfully accomplished. 

The discussion of some other subjects, including satisfaction in work, cor- 
rect thinking, counteracting defect, is followed by good advice. Diseussions 
on how to read and study efficiently are of interest and value but somehow 
the advice on how to use the knowledge of others, how to interest others in 
you, how to make it easy for people to say yes to you and how to give in- 
direct praise, seems somewhat removed from the straightforward teachings 
of the fathers and to smack of insincerity. But the reader will not find 
the discussions or other chapters of the book dull reading, and the work 
contains much about which one may well ponder. 


SANGER BROWN, II, M. D. 
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Building a Girl’s Personality: A Social Psychology of Later Girl. 
hood. sy RutTH SHONLE CAVAN and JorRDAN TRUE CAVAN. Pp. 175, 
$1.50. The Abingdon Press, Cincinnati, Ohio. 

We have here a book written for the worker with girls, and from exten- 
sive and scientific experience with groups of girls in various situations and 
cultures. It emphasizes the view that ‘‘successful work with girls can come 
only through an understanding of ‘the tremendous forees which have helped 
to shape their personalities’.’’ 

The real student in this field of social work will find of especial help the 
‘thought provokers’’—a group of questions, closing each chapter and di- 
recting attention to like situations and personalities in one’s own experi- 
ence; also the references following each chapter, and presenting material 
for further study of each topic. 

Our authors are dealing with ‘‘the period of youth,’’—defined as that 
period ‘‘when adult responsibilities are faced’’—‘‘when one begins to live 
with adult independence.’’ 

Chapter 2 is devoted to a discussion of how personality develops—‘‘ that 
we may better understand the personality problems of ‘youth’.’’ It is ree- 
ognized of course that the final product depends to a certain extent upon 
‘‘nhysieal heritage’’ and ‘‘psychologieal differences.’’ But due emphasis 
is placed first of all upon ‘‘the social mold.’’ We are shown that ‘‘the 
human part of us is not the physical structure, the mental or emotional 
capacities with which we are born, but the use we have made of the physical 
structure, the mental and emotional ecapacities.’’ ‘‘This use is determined 
largely by family—, community—, the people we meet, the books we read.” 
‘‘The bodily or organic structure is born but the content of life is made, 
from social interaction and econtacts.’’ This position is illustrated and de- 
veloped very effectively by case studies, showing that ‘‘each girl in her own 
personality reflects the cultural background of her community.’’ Secondary 
only to this social mold in which the gir] finds herself, are the influences of 
the personality types around her, the ‘‘ person-to-person,’’ or the ‘‘ personal- 
social’’ influences, these influences acting ‘‘within the larger cultural 
group.’’ 

The three chapters following, discuss the relationship between the girl 

and her family, the influence of her job, her ideas of marriage, and her 

friendships. 

A later chapter is devoted to dangers and possibilities in the emotional 
life, with suggestions for development of stability in emotions. And finally 
we are led to see the need for an ‘‘adequate philosophy of life, which should 
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include, our authors tell us, an organized personal life and sense of social 
responsibility ; and suggestions are given as to attitude of worker, and 
methods of helping to develop this satisfying philosophy of life. 


INEZ F. STEBBINS. 


The Psychoanalysis of Children. By Me.aniz Kier. $5.00. Norton 
& Co., New York. 1933. 


The psychoanalysis of children offers problems not present in the analysis 
of adults. Children, particularly small children, are unable to give free 
associations. Moreover most children who require treatment do not feel ill 
and so lack the insight which in adults is a prerequisite for analysis. And 
thirdly the child’s relation to reality is somewhat less close than that of the 
adult, which raises questions as to its ability to deal with analytic material. 
In their solutions to these formidable difficulties child analysts differ. The 
two predominant schools of opinion center respectively about Anna Freud 
and Melanie Klein. 

The diffieulty of obtaining associations from small children is solved by 
Mrs. Klein by the so-called play technique. The analytie room is fitted out 
with an extensive assortment of toys among which the child is allowed to 
play freely. Mrs. Klein believes that the various games which the child 
plays spontaneously have the value of free associations and afford an insight 
into the child’s unconscious similar to that which free associations offer in 
the adult. By means of interpretations she attempts to bring the uncon- 
scious contents into consciousness, that is to verbalize them. There is 
usually little difficulty in getting very small children to play. In the lat- 
eney period, after the age of five years, along with the general tendency to 
repression there is much less imaginative life, and the problem becomes 
harder. 

Latency period children are more inelined to invent games in which they 
play parts than to play with toys. In older children, the technique ap- 
proaches closer and closer to that used in adults. The particular technique 
at all times depends on the needs of the particular situation. 

The aim of interpretation is to relieve anxiety by exposing its source and 
to free the imagination by removing repressions, thereby enabling the pa- 
tient to uncover more material. In contrast to Anna Freud, Melanie Klein 
believes that children develop a true transference. It is perhaps unfair for 
one who has not had experience in child analysis to judge Melanie Klein’s 
technique, but the present reviewer must confess that many of the exam- 
ples of interpretations in the book appear to him rather arbitrary, and 
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that often there is little in the child’s reactions to convince one that they 
are correct. 

As regards the necessity for insight into illness there is also a difference 
in point of view between Anna Freud and Melanie Klein. Anna Freud 
often devotes a long pre-analytie period to obtaining this insight when it is 
not present. Melanie Klein believes that the pleasure the child obtains 
from acting out its fantasies offers a stimulus to continuing the analysis, 
insisting, however, that this pleasure gain should never be more than a 
means to an end. She relies chiefly on interpretation and the resultant 
relief from anxiety. She considers this quite as effective a motive as the 
adult’s insight into his illness. 

The question of the strength of the child’s ego is also one over which 
child analysts disagree. Anna Freud believes that the child is still unable 
to control the instinctual needs adequately and for this reason uses in her 
therapy non-analytie educational measures which would be quite out of 
place in adult analysis. Melanie Klein believes that this is unnecessary and 
ean only interfere in the analytic process. In her experience bringing in- 
stinetual drives into consciousness strengthens the ego, and even prolonged 
psychoanalysis has not dangerously weakened the superego. Melanie Klein 
considers the method sufficiently developed so that she undertakes the pro- 
phylactie analysis of relatively normal children in order to prevent neuro- 
ses, a suggestion which the present reviewer feels is somewhat dangerous. 

The book contains many interesting observations on neuroses in children. 
The last half of the book is devoted to a discussion of typical infantile trau- 
mas, that is anxiety situations, and their effect on development. This part 
of the book, in which the author expresses the theoretical conclusion to 
which her findings have led her, is very difficult reading even for those with 
psychoanalytic training. The author’s conclusion that the fantastic terrify- 
ing monsters which fill the fantasy life of small children, and which are 
recognizable derivatives of the parents, are already evidence of superego 
formation, has not found general acceptance among analysts. Though the 
author speaks of them as ‘‘introjected’’ parents, this term does not appear 
to be justified. The author presents no evidence that they are the result 
of identification with the parents, which is an essential part of introjection. 
It is simpler to assume that they are merely distorted images of the parents, 
the anxiety being fear of retaliation rather than true conscience anxiety. 
The factual material offered by the author is fascinating. 

As the authoritative expression of the recognized leader of a large group 
of child analysts, the book should be read by everyone interested in the psy- 
choanalysis of children. 


WM. J. SPRING. 
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The Nature and Treatment of Amentia. By L. Pierce Ciark, M. D. 
306 pages. Price $4.25. The Waverly Press, Baltimore, Md. 

In a book of 306 pages, Dr. Clark has presented a strictly psychoanalytic 
approach to the study of mental deficiency, or, using the older terminology, 
amentia. The sub-title is ‘‘Psychoanalysis and Mental Arrest in Relation 
to the Science of Intelligence’’ which further elaborates his purpose. The 
book, dedieated to Freud, has a foreword by Ernest Jones, and an intro- 
duction which is a very brief outline of fundamental Freudian doctrines. 

Part One, ‘‘The Problem of Mental Arrest,’’ deals with the nature of 
intelligence, the processes of learning and the Freudian explanation of such 
entities. Dr. Clark was not primarily concerned with etiology or evolving 
a general theory of intelligence but with behavior and adjustment. How- 
ever, his views were given to aid in further interpretation of the processes 
of mentation and its development. Intelligence involves both primary in- 
stinets and the ego’s capacity for using them. The ego itself must direct 
the instincts and copy with reality, constantly attended by the pleasure-pain 
principle. Perception, notation, memory, ideation, judgment, thought, rea- 
son, foresight act interdependently, and defect in any one may impair men- 
tal processes and behavior (compare endocrine cycles and also gestalt). 
The processes of learning depend on perception, interest aroused, and in- 
corporation, that is, the emergence from intrauterine life, the exploration 
of the mother and subsequent differentiation of the psychosexual elements. 
Dr. Clark views the oral aggression of the child as the beginning of intelli- 
gence. Incorporation occurs by feeling, seeing, hearing and smelling the 
mother. The child comes to know her. He follows her manner, ways of 
understanding or doing things. By copying and incorporating, these ele- 
ments become his. Illimitable substitutes may then oeeur and intelligence 
accelerated. The child must then learn how to eathect, to achieve an emo- 
tional equilibrium of giving and receiving. In applying these theories to 
the mentally deficient, Dr. Clarke sees failure to advance beyond the earlier 
forms of identification—those more closely allied to actual physical ingesta- 
tion of the mother. Generally speaking, the factors that retard advance 
in acquiring knowledge lie in a faulty capacity for making identifications. 
This in turn reflects socially in varying degrees. In the remainder of the 
chapter, Dr. Clark stresses several factors; thus—absorption which occurs 
essentially by releasing back to the world erotie energy associated with 
identifications, and the retention of knowledge, merging it with the total 
ego power; the importance of development of objectivity ; emotional devel- 
opment having a constant and important influence on educability ; adapta- 
bility being closely related to the reprojection into the outer world of ener- 
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gies and substances acquired from identifications. Concerning structural 
theories for amentia, Dr. Clark believed that ‘‘even with organie defects 
there are dynamic or psychological factors.’’ ‘‘ Any wound to the physieal 
structure must be reflected in the ego’s efficiency and in its own sense of 
power to govern the total organism in its approach to reality.’’ The sense 
of self-assurance and confidence is deeply hurt. The ego misses some part 
of its feeling of completeness. Dr. Clark grants to organie factors when 
present a share in the causation of mental enfeeblement but holds that it is 
mainly through their effect upon the ego and the latter’s distribution of 
available energies that a physical defect exerts its mental crippling. The 
main immediate problem therefore concerns the aspects of ego-development 
and the uses to which motional energy is put. 

In Part Two, the Maximum State of Mental Arrest, Dr. Clark recounts 
very briefly the work of Itard and Seguin, and reviews in detail two case 
histories illustrating his theories in reference to idiocy, i. e., the centering 
and fixation of libidual energies at the earliest infantile levels. 

Part Three describes the nature of mental deficiency but the type de- 
scribed does not show the degree of defection as that in the preceding and 
is classified under feeblemindedness. Dr. Clark mentions a ‘‘constitutional 
awkwardness,’’ and a ‘‘fixing on mass movements of lumbering force.” 
Narcissistic neuroses and psychoses are more commonly seen, but are not 
as well or as fully elaborated. Among the narcissistie disorders, the epilep- 
tie state is most frequent. Seizures in the mentally deficient are more vio- 
lent than exhibited elsewhere and are associated with a poorer fusion of life 
and death instincts. 

Part Four deals with Secondary Amentia. Dr. Clark states that Seeond- 
ary Amentia follows a definite trauma or disease process. This brings in- 
jury to the psychie elements thus initiating processes previously described. 
Cases are studied to demonstrate the factors of retardation. Part Five is a 
summary of the borderline of feeblemindedness and elaborates his theory 
according to the degree of involvement. Part Six constitutes a Freudian 
analysis of the general problem of social adaptation or maladaptation of 
the mentally deficient. 

The coneluding chapter deals with a general statement of the present 
and future outlook in treatment. He urges a rehabilitation of the person- 
ality through a patient understanding and building up of the psychie forees 
of the individual bearing in mind the balance between abstract and concrete 
training. Psychoanalysis is reeommended as the creative procedure. 

In general, Dr. Clark’s book is full of enthusiasm for the subject and is 
stimulating from the viewpoint of the value of psychie therapy despite 
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organic defect. The subject is handled entirely from a Freudian approach 
with both its values and limitations but one is foreed to econelude with a 
marked conviction that we are only in a very early study of the nature and 
treatment of mental deficiency. 

E. HUMPHREYS. 


Klinische und Vererbungsmedizinische Untersuchungen Ueber 
Oliogphrenie In Einer Nordschwedischen Bauernpopulation. 
(Clinieal and medical heredity studies of feeblemindedness in a peas- 
ant population of northern Sweden). By Dr. T. Ssocren. Pp 121. 
Copenhagen: Levin & Munksgaard, 1932. 

In 1902 Sweden enacted a law making the registration of feebleminded 
and insane people compulsory regardless whether they are taken care of in 
an institution or at home. This law and the peculiar geographical condi- 
tions of northern Sweden offers an unusual opportunity for research in 
problems of heredity. The State Institution for Racebiology under the di- 
rectorship of Professor Herman Lundborg has already published several 
studies. 

This monograph deals with the hereditary aspect of mental deficiency in 
an isolated district of northern Sweden that has been known to Professor 
Lundborg to harbor a large number of mental defectives and whose family 
trees could be traced from the records in the church registers. This district 
has been isolated for a great many years and the population which was 
recorded as 5,000 in 1901 has only increased to 6,800 by 1930, mostly by 
inbreeding. 

The author found 52 mental defectives who belonged to 34 families. 
The clinical picture of most of these 52 patients was similar. They all 
showed a marked degree of mental impairment with a mental age between 
2 and 6 years. They showed a pithecoid bodily attitude with a more or less 
clumsy and slow type of bodily movement with very little or no associated 
movements. The language is dysarthrie and ungrammatieal. Aside from 
this, they do not show any physical stigmata. There is practically no epi- 
lepsy. In five cases brain tissue was obtained through a frontal puncture. 
This did not show any sytoarehitectonie variation. 

The 34 families from which the 52 cases eame could be traced to a few 
common aneestors. Eugenie studies suggest that feeblemindedness is reces- 
sive and monohybrid. Of the 52 eases, 34 were males and 18 females. 
The author believes that in general mental deficiency is more prevalent 
among males. He is inclined to believe that the condition is linked in part 
through an autosoma gene and in part through a sex gene. 
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An analysis of the inter-marriages showed that the mothers of the feeble- 
minded in 53 per cent of the eases were inter-related, and the fathers in 
only 14 per cent. This the author believes would seem to indicate that the 
disease anlage is more readily transmitted through the mother than through 
the father. 

The study is very thorough and of significance for the student of hered- 
ity. Numerous family trees are reproduced. A section of the book deals 
with the present-day statistical method of calculating the results. The 
figures on which the study has been made are all given and the histories 
are reported in extenso. 


8S. E. KATZ, 


The Approach to the Parent (A Study in Social Treatment). 
By Esruer Hearn, Psychiatrie Social Worker, Child Guidance Clinie, 
Los Angeles and Pasadena. The Commonwealth Fund. 1933. 

The Approach to the Parent, a pioneer publication of its kind, is an hon- 
est attempt to depict and evaluate technics of social treatment with parents. 
More of this same courage and precision is necessary that a genuine com- 
parison and evaluation of treatment may be made in order to attain those 
levels of scientific and effective measures in case work toward which we 
strive. The need for practical case work illustrations for teaching ean be 
met only by this and similar types of case study sinee schools for social 
work must look toward the practicing case worker to supply illustrations 
detailing process and outcome of methods theorized in the classroom. 

Miss Heath’s book is a readable volume of 135 pages with an appendage 
of history notes and reprints of leaflets on mental hygiene. Her ease 
work treatment with parents is described in four cases, each ease separately 
depicted, giving the interviews of treatment as they occurred. The cases 
presented are similar in that they deal with behavior problems in four 
boys, ranging in age from 614 to 10 years, all of whom are physically well 
and mentally superior. All cases make successful adjustments. One boy 
is an only child; the others each have one sibling, and in the first case there 
is mentioned a half-brother not within the family group. The worker’s 
treatment in all cases focuses upon the mother but includes the father. In 
all cases the parents show average or superior intelligence. 

The first case begins with treatment in October, 1924, which serves as 
interesting comparison to what we know of more recent methods. Its nota- 
tions continue through June, 1931, serving also as a good basis for evaluat- 
ing permanency of treatment. Whether all contacts are noted, throughout 
this period 1924-1931, between the worker and the family members, is not 
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known but from material recorded, there are gaps in contact varying from 
9 to 18 months after the first year. In the other cases, the treatment pro- 
cesses have been terminated within a year although contacts are more fre- 
quent and evenly distributed throughout the treatment period. The other 
eases are carried during the recent years of 1929 and 1931. The worker 
seems more aware of the time element in the later cases and more conscious 
of the intensity of treatment from the standpoint of frequency and regular- 
ity of contact during the treatment period. 

“The basis for appointments, whether automatie or whether left to the dis- 
eretion of the mother or worker, is unknown except in Case 1V, in which 
responsibility for further contact rested with the mother. The need to 
create a treatment situation of such fabric that contacts are not sought to 
assuage an acute problem only and where activity for further participation 
does not rest with the worker, seems to have been attained in each instance. 
The further need for regularity and frequency of contact to carry on inten- 
sive treatment of the parents’ own emotional problems seems to have been 
unnecessary in these cases since the parents’ emotional problems were only 
superficially treated and on the basis only of their direct bearing to the 
problems of the child. 

All four eases reflect similarity of methods in that the worker gives active 
interpretation and advice at the beginning and throughout the treatment 
process. In none of the cases does the worker make an attempt to secure 
a formal history. She lets the parent give the information that more or less 
spontaneously arises throughout the course of the interviews. Treatment 
begins with the first interview. 

Interpretations given are quite general in character and do not pertain to 
the intimate tives of the parents. Many such, noteworthy in the first inter- 
view, are given from the worker’s comparative citations of other cases. 
This method has the advantage of universalizing the problem for the parent, 
yet it may also serve as a dangerous tool if the worker lack skill, discretion, 
or an intimate knowledge of the real situation. In no one of these in- 
stances, however, does the worker seem to arouse the expected guilt, resent- 
ment, resistance, or the parent’s sense of inadequacy or loss of self-esteem. 
Her interpretation concerns the interaction of emotion and revolves about 
that point in the problem or episodes relating to the problem, expressed by 
the parent. Her advice is both specifie and general, pointing out methods 
of handling symptomatie behavior, and bringing out by discussion, mental 
hygiene principles of discipline as well as love relationships. In each case, 
the worker makes both parents conscious of their need to change their feel- 
ings toward the patient and suggests such change by intellectualizing for 
them their habits of reaction and by painting a picture of new habits. 
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The basis for the parents’ wholehearted acceptance of the worker in an 
authoritative teaching rdle is not known and the worker’s real relationship 
to these parents is in no ease clear. Although it is evident that in each 
instance the parents themselves are intelligent and cooperative, yet their 
own emotional involvement would be apt to arouse a more highly tinged 
emotional response, blinding their objectivity. It is challenging to observe 
the changes occurring in the attitudes of family members in all four eases 
with no more than the superficial treatment given. Although the father 
in the first case resists authority and is led to understand his son’s rebellion 
on the same basis, his acceptance of the worker in this réle piques the curi- 
osity of the reader to know the secret of the worker’s handling of a rela- 
tionship which she cannot analyze but which must have held a large element 
of security for the parent. 

In Cases III and IV the worker has effected a relationship with the 
mother which becomes therapeutic in value inasmuch as the mother her- 
self seeks treatment for her own problems rather than relying upon the 
suggestive interpretation and advice which the worker first gives. The 
eager desire of the mother to gain this type of help, appreciating in part 
her contribution to the child’s problem and seeking change, is due not alone 
to the intelligence and objectivity of the parent but to the skill of the 
worker who ean so handle the first interview as to indicate the need for 
something beyond symptomatic treatment. The parent’s expectations of 
the kind of help that the worker may give are wisely established at the be- 
ginning, obviating the shock of seemingly new and untold discoveries of the 
parent’s part in a problem, previously understood by them as needing only 
a rule of thumb method. The elasticity of the parent-worker relationship 
in Cases III and IV, is clearly something more than the intellectual and 
teaching rdle first assumed by the worker. Yet such a transition seems to 
come rather paradoxically as a result of the teaching technic above 
deseribed. 

The problems in the mother so treated are only those which have a direct 
bearing upon her handling of the child and which the mother readily reeog- 
nizes in herself. Without touching upon the marital or familial relation- 
ships underlying rejection or resistance to the child, a happier adjustment 
is reached between the parents as well as toward the child in each instance. 
What happens to the unexpressed hostilities toward the child and between 
the parents, which must exist, is not known. The only reasons apparent 
for the worker’s achievement seem to lie in the fact that the worker in no 
instance impresses the mother with her need to know more, yet provides op- 
portunity for the mother’s objective discussion of her problems as she sees 
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them and wishes to give them with further leads and clarification from 
the worker. 

Technies repeated by the worker throughout, not only tending to clarify 
the problem but enabling the parents to develop their sense of self-esteem, 
inelude the processes of identifying the child’s reactions with parental ex- 
perience ; the worker’s recognition and use of parental assets; the worker’s 
help in giving parents opportunity to understand and appraise their own 
personality assets and liabilities and to judge their potentialities; the work- 
er’s appeal to the parents’ imaginations and pride. 

The worker’s use of the teachers as a resource and the establishment of 
their intelligent cooperation not only with the child but with the parents is 
noteworthy in each of these eases. 

The recording depicts discussion between worker and parent much as a 
ease record is written, including word for word quotations or summarized 
material. The emotional reactions of gesture, facial expression, ete., are 
sometimes noted. Following the interviews in Case III the worker’s own 
evaluations of progress are noted. 

These four cases demonstrate what the case worker can accomplish with 
intelligent and cooperative parents, by means of an intelligent approach, 
in consciously objectifying and evaluating their problem situations. 

LEONA M, HAMBRECH7. 


Sterilization? Birth Control? By He_en MacMurcny, C. B. E., M. D. 
156 pages. The Maemillans in Canada, Toronto, Can. 

This volume of 156 pages is written by a physician whose experience and 
professional background are such as to permit her to speak authoritatively 
of the subjects treated. The chapters on sterilization inelude the history of 
the sterilization movement, operations, legislation and results. The sections 
on birth control include general considerations, popular scientific, medical 
and religious opinions and a discussion of the law. The book gives the find- 
ings of British commissions regarding sterilization, reports from studies 
done in America and a reference to the movement in other countries. While 
no final and definite recommendations are made, one may be justified in 
concluding that the author would endorse the same use of sterilization as one 
method of meeting certain problems met with in mental deficiency and in- 
sanity. The question of birth control is diseussed from various angles, a 
discussion which makes it clear that contraceptive practices are not as sim- 
ple as some people may regard them. The writer does not by any means 
make sweeping endorsements of birth control but agrees that some situa- 
tions may make such a practice desirable from the standpoint of the health 
of the individual patient. 


SANGER BROWN, II, M,. D. 
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Science and Human Life. By J. B. S. Haupane. 287 pp. Harper 
Bros., New York. 

This book is a compilation of 23 essays and talks on a wide variety of 
scientific subjects ranging all the way from an account of the author’s 
health to his views on birth control, and including one bit of fiction. The 
title of the first article, ‘‘The Scientific Point of View’’ may be regarded as 
the theme of the entire book. He attempts to show the many ways in which 
modern science affects human life and attributes the present world crisis 
to ‘‘the refusal of our rulers to adjust our economie organization to the 
vast increase of productive power brought about by science.’’ This review 
will detail only those articles which are of particular psychiatrie interest. 

In the first essay he states that science already affects the average human 
in two ways. He drives an automobile instead of a horse and buggy and 
he believes the earth is round rather than flat. But science has a still 
greater service to offer to mankind and that is ‘‘The Scientifie Point of 
View.’’ In the history of all mankind this point of view has been attained 
by only a few thousand men and a few dozen women, and yet these numer- 
ically insignificant human beings have been the builders of our modern 
civilization. By the scientifie viewpoint is meant the ability to be impar- 
tial to Mr. Smith, a tapeworm, and the solar system. The scientist is not 
repulsed by the worm, nor is he over-awed by the solar system. The aver- 
age man’s tendency has always been to dwell on the emotional and ethical 
side of a ease rather than on the facts. This mental attitude prevents man- 
kind from gaining the full benefits of preventive medicine and it also ex- 
plains why science has been able to revolutionize industry and agriculture, 
and yet has been of so little help in controlling our own and one another’s 
actions. Adequate biological teaching in our schools, bringing biology in 
relation with daily life, will help humanity to adopt the scientific viewpoint. 

In the second paper, he treats the question of the inequality of man. 
While he admits that such traits as character or temperament probably de- 
pend to a considerable extent on environment, he states quite definitely 
that eugenies is the way of improving the innate quality of mankind. 

In ‘‘Possibilities of Human Evolution’’ he tells us that notwithstanding 
his belief that man’s habits and knowledge have improved in the past 30,000 
years, there is no evidence that there has been a corresponding improve- 
ment in man’s innate abilities. At present the more stupid sections of so- 
ciety are breeding faster than the more intelligent. The average medical 
board or bench of magistrates is not qualified to direct the evolution of the 
human race, (Page Hitler). A wider knowledge and application of geneties 
and individual psychology will help. 
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In a lecture on ‘‘Scienece and Ethies’’ he states that the former impinges 
on the latter in various ways. It creates new ethical situations. Two hun- 
dred years ago a famine in China created no duty for an Englishman. Sci- 
ence creates new duties by pointing out unexpected consequences, as for 
example the spreading of typhoid fever by the pollution of streams. It 
influences our views of the world. It teaches that our ethical code is but 
one of a number. 

While hygiene on the one hand furnished a new weapon to the numerous 
persons who desire to interfere with the lives of their fellows or to exploit 
their fears, it on the other hand promotes human solidarity. Politically and 
economically my neighbor’s misfortune may be my advantage, but hygiene 
says it is never so; the slums of the under-privileged are foci for the breed- 
ing of tuberculosis bacilli which attack the well-to-do. The ethics of human 
conduct must be judged by its consequences. To learn consequences we 
must investigate without emotion. 

In ‘‘The Place of Science in Western Civilization,’’ he points out that 
while science furnished the material basis of our civilization our 
mental mechanisms are still those of the pre-scientifie era. The misuse of 
applied science is characteristic of our age, as evidenced by the World War. 
The future of our western civilization depends on whether it ean ineorpor- 
ate into itself the scientific outlook. In polities and international dealings 
it is not aecurate knowledge that matters with the ruling classes of today 
but rather emotions. Ignorance of science is wrought with more serious 
consequences at this time because governments are interfering with indus- 
try. Socialism will sueceed only if its leaders have scientific knowledge. 
But he cautions that as a guide for national conduct the study of history is 
fallacious because of the enormous changes in the past 50 years. Soviet 
Russia is wise in educating its embryonic leaders in evolution, cosmology, 
chemistry and biology, but the author does not wish to prophesy what the 
result will be 15 years from now. Again he emphasizes the necessity of 
teaching biology seriously to children in connection with their own lives. 
The politicians of our day never think in terms of biology, henee the eom- 
parative death rate of farmers and tin miners does not capture his imagina- 
tion. 

Under ‘‘My Philosophy of Life’’ he gives not only the set of beliefs on 
which he orders his life, but the intellectual (and emotional) background 
from which it evolved. While he holds that man lives in two worlds, and 
that if man limits his thinking to the visible world he is at best but a good 
animal, to the author the invisible world is exemplified by the mathematical 
equations which govern electro-magnetie fields and he finds in science and 
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art, and in an attempt to lead a good life, all the religion that he wants, 
He feels himself to be a part of nature akin to a lightning flash or a moun- 
tain range. Like them he shall last out his time and then finish. But he 
is reconciled to this fate because after his bodily death his work shall live on. 

Of our economic and political systems he declares that all parties agree 
in putting economic considerations before biological; wealth before health, 
And we shall go on having such huge accidents as the World War so long 
as our rulers are not only ignorant of science, but think on pre-scientifie 
lines. Our present educational system is unjust to children because they 
are not taught the truths of science from a human point of view. Also, we 
find youths in college only because their parents are wealthy, whereas other 
youths qualified to learn are intellectually and spiritually starved. 

Athough the author ranks the fascination of woman second to that of 
science, he speaks of himself as a happily married man and this is mainly 
beeause his interest in his wife did not culminate and cease with marriage. 
After some years of a successful marriage a man learns to look at life from 
the wife’s point of view as well as his own. If he cannot do this he is like a 
man blind in one eye. In regard to the modern emancipation of woman, 
he states that much too big a part in public life is played by the celibate 
woman. Apropos of birth control, too many children are born in the slums, 
too few in the well-to-do suburbs. Nevertheless he thinks his dying 
thought will be, ‘‘l am glad that I lived when and where I did. It was « 
good show.’’ In the article on birth control he intimates that the average 
healthy couple should have not less than two or more than four children. 
From ‘‘The Story of My Health’’ we learn that the author eomes from 
long lived ancestors. At the age of nine he fractured his skull in a bieyele 
accident. At school he was excused from gymnasium work, yet remained 
well and was able to row in a race untrained and help to win it. He was 
wounded while serving in the World War; also contracted sand fly fever 
and after his return to England had an appendectomy. His health for the 
most part has been excellent in spite of, or because of, his sedentary habits, 
abstinence from exercise, a nightly whiskey and soda and sleeping with the 
windows elosed. 

He looks upon illness as a tragedy to the individual, but as a boon to 
man, provided the illness is scientifically studied and an autopsy made. He 
regards an autopsy permit as a Christian duty which one owes to his fellow. 
He, his wife and his mother propose to be autopsied. He ealls revolution 
and war forms of collective lunacy. Their psychological roots lie deep in 
human nature and psychiatrists, perhaps Freudians, may yet play an indi- 
rect but important part in ending war. 
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The book concludes with ‘‘The Gold Makers,’’ as gripping and exciting a 
murder mystery tale as the reviewer has read in many a month. To tell 
more about it would be doing an injustice to those who are moved by this 
review to read the book. 

While all of the essays are fundamentally serious, they are tinetured 
with so much wit and good humor that one is entertained as well as in- 
structed. His ‘‘ Philosophy of Life’’ is an excellent mental hygiene preach- 
ment. Even the busy physician will find the time spent in reading this book 
well invested because the author writes with unusual clarity and with a 
broad understanding of contemporary affairs. 

H. L, LEVIN. 


Psychoanalysis Today, Its Scope and Function. Edited by Sandor Lo- 
rand, New York, 1933. $4.25. Coviei Friede. 

‘‘Psychoanalysis Today,’’ edited by Sandor Lorand, is a collection of arti- 
cles by 24 contributors covering theoretical and clinical psychoanalysis as 
well as the contributions of psychoanalysis to mental hygiene and to educa- 
tion and other non-medical fields. It is the aim of the volume to be of use 
not only to physicians but to educators and to laymen in general. A review 
of such a book must consist largely of a consideration of individual articles. 

Among the articles of general and theoretical interest the outstanding 
one is that of Monroe Meyer on ‘‘ Dream Mechanisms and Interpretations,’’ 
which may well serve as a model for popular expositions of psychoanalysis. 
Every point is explained with elarity and amply illustrated with clinical 
material. The article contains 24 sample dreams. 

Numberg’s article on the ‘‘Theoretical Basis of Analytie Therapy,”’ 
while somewhat difficult reading for non-analysts, gives a clear theoretical 
account of the changes which analysis produces in the psyehie structure 
and the manner in which they are brought about. Alexander’s presenta- 
tion of the ‘‘Development of Ego Psychology’’ is also clear but marred by 
bad proofreading. The heading for his figure four has been placed under 
figure three, an error which may make his excellent diagrams ineompre- 
hensible to many readers. 

Schilder’s article on ‘‘The Meaning of Neurosis and Psychosis’’ begins 
with a presentation of some of the facts indicating that neurotie symptoms 
do have a meaning. His attempt to link these facts with the situation in 
organie disease is somewhat less happy. He states that organie symptoms, 
by causing suffering, may gratify a need for punishment arising from a 
sense of guilt. Pointing out that the suffering from a neurotic symptom 
may serve the same purpose, Schilder concludes that ‘‘the psychology of 
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organic disease has opened our eyes and shown us that the neurotic symp. 
tom also has a meaning from the point of view of the superego or ideal 
ego’’ (p. 183). It would seem that this is putting the cart before the horse. 
What is known concerning the sense of guilt and the need for punishment 
is derived from the analysis of neurotics and not from the study of organic 
disease. It is in the psychology of organic disease that the greatest darkness 
reigns. There are many technical terms, which make it difficult to follow. 

There are several inaccuracies. For instance it is not true that ‘‘The 
meaning of the hysterical symptom is based on the heterosexual Oedipus 
eomplex.’’ Many hysterical symptoms are based on the homosexual or nega- 
tive Oedipus complex. The classification ‘‘hysterical’’ depends on the geni- 
tal nature of the aim, not on the sex of the object. 

In an article on ‘‘Character Formation and Psychoanalysis’’ Lorand 
states that every neurotic symptom ean be traced to certain ‘‘ peculiarities” 
of behavior at an earlier stage and that such peculiarities constitute what 
we call the character of an individual. The statement concerning neurotic 
symptoms ean be true only if by ‘‘peculiarities’’ the author refers to in- 
fantile sexual behavior. Indeed a later statement suggests that this is what 
he refers to. If this is true one must be led to conelude that the character 
consists of the infantile sexual behavior, which the author obviously does 
not mean. The behavior patterns which make up ‘‘character’’ are deriva- 
tives of infantile sexual behavior (and wishes) just as are neurotie symp- 
toms. The use of the word ‘‘peculiarities’’ obscures this relation and pre- 
vents the author from making clear the distinetion between character traits 
and neurotie symptoms, which is that to form a character trait an infantile 
striving must be accepted by the ego so as to modify the latter. Lorand’s 
discussion of reactive character traits leaves the erroneous impression that 
they occur only in the children of inhibited parents. 

In contrast to Lorand’s paper, Glover’s discussion of the Neurotie Char- 
acter presents lucidly the concepts generally included under ‘‘character.’’ 
He gives the reasons why, despite numerous theoretical difficulties, analysts 
have been forced to accept the concept of neurotic character as distinet 
from neurosis. In the first place many people behave repeatedly in ways 
which produce unhappiness and maladaptation without displaying neurotic 
symptoms. Secondly it is clear that the ego has other ways of dealing with 
instinctual drives than by repression. Some it permits to be gratified. 
Those which are repressed find substitute gratification in symptoms, but 
those which the ego accepts influence the nature of the ego itself and so 
contribute to the formation of character. There are two additional sources 
of character traits, namely those whose function is to help repress instinet- 
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ual drives, i. e., reactive character traits, and those which result from identi- 
fications with other persons. It is of course possible for the same trait to 
fall into more than one eategory. Glover’s presentation is lucid and does 
not shun the difficulties, which are at least made clear where they cannot 
be solved. 

There is an article by Melanie Klein on the early development of con- 
science in the child. In her extensive work with very young children she 
found that in their conscious and unconscious mental life great prominence 
was assumed by terrifying monsters, ghosts, goblins, ete., which turned out 
to be distorted but recognizable derivatives of the parents. They differ 
from the parents in being immeasurably more sadistie and terrifying. This 
excessive sadism is discussed in the light of the death instinet theory. 
Melanie Klein adduces a great deal of factual material from her observa- 
tions of children, which makes the article interesting and valuable whether 
or not one agrees fully with her theoretical conclusions. 

Among the articles dealing with particular clinical groups the best are 
those on Obsessional Neurosis and on Manie-Depressive Psychosis. La- 
forgue’s discussion of Schizophrenia is rather inadequate. He ascribes this 
condition to the flooding of ‘‘consciousness’’ by ‘‘ unconscious reactions.’’ 
This breaking through he ascribes to a too great severity of the superego, 
which makes the tension unbearable. The apparent verbal contradiction of 
unconscious reactions being conscious could be avoided by replacing ‘‘un- 
conscious reactions’’ with ‘‘id reactions’’ and ‘‘consciousness’’ with ‘‘the 
ego,’’ but the inadequacy of the concept as a theory of schizophrenia is 
apparent when one applies it to actual cases. The state of affairs described 
by Laforgue is clearly present in manic reactions and cannot therefore be 
specifie for schizophrenia. Moreover many schizophrenics disguise their id 
drives at least as well as do neuroties. 

Psychoanalytic Anthropology is discussed by Geza Roheim, a pioneer in 
the field who has spent some years in Australia and elsewhere doing ana- 
lvtie work among native tribes. The article gives a clear account of the 
aims and methods of the science. His theory that the ‘*group ideal’’ char- 
acteristic of any culture can be related to certain typical traumata peculiar 
to the group cannot, of course, be judged on the evidence which it is possi- 
ble to present in a short paper. 

It is of course impossible to discuss every article. The general impression 
given by the volume is one of great unevenness. While some of the chapters 
are excellent, the great variation in the quality of the individual articles 
seriously impairs the value of the book as a means of orientation for the 
non-analyst. 


W. J. SPRING. 
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Russia, Youth, and the Present-Day World: Further Studies in 
Mental Hygiene. By Franxkwoop E. Wiuiams, M. D. Pp. 270, 
Price $2.50. Farrar & Rinehart, New York. 

Dr. Williams has visited Russia and has presented in his convincing way 
his observations in that country. As he states, ‘‘so much is written and 


spoken about Russia that one becomes confused. . . . He returns; reports 
profusely what he saw and heard, and fairly stutters in his efforts to tell 
others what to him it seems to mean. . . . It is not possible probably for any 


of us to be completely objective.’’ 

Dr. Williams during his two visits to European Russia traveled 10,000 
miles throughout the country, visiting cities, towns, factories, hospitals, 
schools and prisons, and he has attempted to present his findings from the 
psychiatric viewpoint. Dr. Williams essentially has attempted to argue for 
the Russian system as good mental hygiene. He has attempted to contrast 
it with ‘‘the crime of a purposeless youth in England, France and America; 
the crime of an Italian and a German youth, trained to forceful aggression 
and ultimate self-destruction.’’ And in his series of 15 reprinted essays he 
presents the ideal Russian youth which is humane and intelligent, and yet, 
as he himself says, ‘‘I may have done nothing more, perhaps, than to 
paint a somewhat gloomy picture on the one hand, and a somewhat idealis- 
tie picture on the other. . . . Certainly in both instances the picture is a 
composite one. It is unlikely that any one student, either American or 
Russian, would experience all that I have described here. In general, how- 
ever, I believe that what I have written here is essentially correct.’’ 

The author of the book listed above states, ‘‘I have seen pictures of 
the wild children of revolution-racked Russia. . . . Before my own experi- 
ence I had always believed that in America we managed things better. And 
vet in the face of economie disorganization and social change our own 
youth take to the high road . . . Youth without the leadership and direetion 
‘t required, or the knowledge and strength it needed, became bored with a 
life devoid of plan or purpose. In the post-war days of prosperity and gin, 
it expressed its frustration in drink and sexual promiscuity. Today it ex- 
presses its frustration in wandering on the road.’’ 

Williams has quite truthfully asked in his book ‘‘What is the prospect 
for the average American and Russian? . . . A comparison must in each 
instance begin with the parents and the influences that have been at work 
in the formation of the character and personality of these youths.”’ 


J. L. MC CARTNEY. 
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An Elementary Psychology of the Abnormal. By W. B. PiLussury, 
University of Michigan. MeGraw-Hill Book Co., New York. $3.00. 
This book presents the main facts concerning the departure from the 
healthy mental life and then shows how the interpretations of these facts 
has influenced the appreciation of the normal mind. It should satisfy the 
natural interest of the normal man in abnormal phenomena and enable him 
to understand and, if necessary, deal with the less healthy minds with 
whom he may come into contact. 

The purpose of this book, in the words of the author, is to give the lay- 
man and the college student an account of the aspects of the abnormal men- 
tal life that are likely to affect or interest them. Equally prominent is the 
aim of showing how the abnormal phenomena are related to the normal, 
both to indieate where abnormal psychological theory has modified the nor- 
mal, and to point out the normal acts that may be explained by laws devel- 
oped for the abnormal. A statement is given of the more important sugges- 
tions that have been made for a mental hygiene. Probably more of value 
will be derived incidentally than ean be stated in definite rules. 

The matter selected and the form of presentation were determined by the 
needs and interests of college students. The presentation follows the his- 
torical order, since that is also the logical order. The more technical, chem- 
ical and bacteriological data that would be necessary for the physician re- 
ceive scant treatment. Therapy has been dealt with only incidentally and 
only where the methods have bearing on the explanation of the disease. 


GEORGE §8. PAINTER. 


Employment of Mentally Deficient Boys and Girls. By Auice CHAN- 

NING, Children’s Bureau, United States Department of Labor, Wash- 
ington, D. C. 
“John, with an intelligence quotient of 57, worked as an uphol- 
stery helper for nearly four years, his wages increasing from 
eight to seventeen dollars a week. A good husky lad, honest, 
steady, and always on the job.”’ 

Any survey of the employment of mentally deficient boys and girls will 
bring out highlights such as the above. 

When groups are definitely described as mentally deficient, such in- 
stances stand out rather vividly not because they are infrequent, but be- 
cause we have become accustomed to expecting so little from this less for- 
tunate class. 

Children’s Bureau Publication, Number 210, compiled by Alice Channing, 
has between its covers a mass of very closely related and exceptionally well 
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analyzed material. This all has to do with what has been happening in 
industry to mentally deficient young adults. This study covers a cross 
section of the United States from Boston to San Francisco. 

It is surprising that after completing this monumental task, Miss Chan- 
ning was not tempted to moralize. There is every evidence of an endeavor 
to make this study without bias. On the other hand, she closes with a series 
of tabular summaries. 

A layman, looking through this casually, would never suspect that the 
group under consideration was of low intelligence. Seventy-two skilled 
and unskilled occupations are listed under 14 main headings. He would be 
most surprised that it was within the possibilities of such a group to be sue- 
cessful in earning their way by themselves. 

Those who are interested in special classes, vocational schools, and most 
certainly in vocational guidance will be rather amazed at the results of the 
study. We have been led to believe through study of this type in institu. 
tions that the vocational outlets for subnormals are very limited. Quite 
naturally, we forget that only a very small percentage of the mentally de- 
ficient ever reach institutions, while many of those outside do get by even 
in competition with higher grades. 

It is very interesting to note that in this survey only two major elements 
are considered. The first is chronological age, and second the intelligence 
quotient. Undoubtedly, the emotional content in the lives of the group 
studied, did play a big part, but inasmuch as it was an item which could 
not be weighed and counted, it did not form a part of the study. Those who 
are intimately acquainted with the mentally deficient realize that this ele- 
ment does play a big part in adjustments after the boy or girl has been 
placed at work. Emotional stability apparently increases as the quotient 
drops. This is not only to be deduced by a study of the numerous charts 
presented, but is the usual comment made in most studies of this kind. 

Summarizing the many individual cases presented as illustrations, it is 
evident that both in failure and in success, two elements are more important 
than either the intelligence quotient or the training. The first is the ability 
of the employer to adjust to the employed. This demands understanding 
and patience. The second is the influence of the home and the boy’s imme- 
diate environment. Any study of individuals, groups or classes must take 
these two factors into consideration. 

Whether the reader is interested in sociology or economies, the data fur- 
nished in the unusual number of charts and very accurate analysis will be 
of inestimatable value. These are made particularly worthwhile, because 
there is neither vagueness nor generalities. Nor has there been left very 
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much opportunity to controvert these findings, as Miss Channing has forti- 
fied herself behind an unusually great number of authorities. Few papers 
on this subject are as intimately and thoroughly documented. 

ROBERT A. YORK. 


To Be or Not to Be. By Louis I. Dusuin, Ph. D., and Bess BuNzEL, 
M. A. 443 pages. Price $3.50. Harrison Smith and Robert Haas, 
New York City. 

In this truly remarkable book the authors bring together in logical se- 
quence a vast array of facts, opinions, and theories concerning various 
phases of the problem of suicide. The book begins with some ‘‘ease studies”’ 
or human interest stories of persons who committed suicide. We are told 
some 22,000 persons in the United States will this year answer the question 
“To be or not to be?’’ by destroying themselves. These persons will in- 
elude all classes of society and all age groups from adolescence to extreme 
old age. A variety of causes and reasons for ending life are discussed and 
illustrative cases are presented. 

In Part IJ, the authors deal with the prevalence of suicide. One chap- 
ter is devoted to the extent and trends of suicide, another to race and color 
incidence, and a third to age and sex distribution. It is shown that the 
rate of suicide in the original registration states rose irregularly from 1900 
to 1907, declined slightly from 1907 to 1912, rose from 1912 to 1915, de- 
clined again from 1915 to 1920, then began an upward trend that has since 
continued. In 1900, the rate was 10 per 100,000, in 1933 it was 18.3. The 
rates vary widely in the several nationalities of the immigrant population. 
They are highest among Germans and Scandinavians and lowest among 
Irish and Italians. The rate among Germans is more than twice as high as 
among native Americans, but the Irish and Italians have lower rates than 
the native stock. The rate among males is much higher than among fe- 
males; also much higher among the old than among the young. 

Available data regarding methods of suicide indicate that the use of fire- 
arms is the most common method. Other methods frequently used include 
hanging, poisons and gas. Thirty years ago the use of poisons was the 
most prevalent method. 

A marked seasonal variation in suicide is shown, the rate being highest 
in March, April and May and lowest in July, August and September. 

There seems to be no simple causal relation between economic factors and 
suicide. 

Suicides are shown to be less prevalent among Catholies and Jews than 


among Protestants. There can be no doubt that religious influences deter 
many would-be suicides, 
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An interesting chapter discusses ‘‘mental disease as a factor in suicide,”’ 
In spite of all precautions in the management of patients with mental dis. 
ease, the suicide rate among them is much higher than among the general 
population. Patients with manic-depressive psychoses and involutional mel- 
ancholia have higher rates of suicide than those of other psychotie groups, 

Much is being done to prevent suicides and more should be done. Many 
agencies are ‘‘attempting to tide the would-be-suicide over his immediate 
emergency and help him to face successfully a demoralizing situation,” 
Danger signals should be recognized and special protection should be given 
whenever indicated. Physicians and religious leaders can be of great 
service in guiding the despondent past eritical periods. 

The authors close the text of the book with a chapter entitled ‘‘ Toward 
Sound Mental Health.’’ The goal is clearly recognized but society moves 
toward it with slow pace. Positive and negative forces are discussed and a 
hopeful note is sounded. The chapter closes with these eloquent words: 


‘*May we not hope that soon we shall be able to place at the disposal of 
all, the benefits which invention, discovery and research have provided! 
When we substitute machines for arduous human toil; when we shorten the 
length of the working day and give greater opportunities for the enjoyment 
of constructive leisure; when we provide a more permanent tenure of em- 
ployment we shall evolve a social order in which human beings will be re- 
lieved of many of the uncertainties and the insecurities that have hitherto 
driven countless thousands to despair and ultimately to self-destruction. 
And if, in addition to making economic life somewhat more secure, we can 
likewise help individuals to straighten out the intimate personal problems 
that are tormenting them beyond endurance, we shall have made real prog- 
ress in our attack upon suicide. Even under present-day conditions, how- 
ever, just as surely as there are many causes leading to the entanglement 
that may suggest suicide, just so surely are there other solutions; for society, 
the family group and the individual there are usually, if not always, better 
methods than suicide of solving demoralizing conflicts.’’ 

POLLOCK. 


Foundations of Abnormal Psychology. [F'rep Moss, Ph. D., M. D., and 
THELMA Hunt, Ph. D. 548 pages. Price $4.50. Prentiss Hall, Inc., 
New York City. 

The authors are plainly impatient with many of the present-day theories 
as to the causes of mental disease. They announce in the preface that as 
most textbooks have largely ignored the organic factors, they have relied 
on the sciences of physiology, bacteriology, chemistry, endocrinology, path- 
ology, and neurology. ‘‘The book is written from the point of view that 
places psychology in the group of natural sciences leaving out metaphysical 
and speculative material,’’ They feel that this approach is more logical and 
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understandable as the functioning of the mind depends upon the number 
of nerve cells, their connections, nutrition, and absence of harmful influ- 
ences. ‘‘In the light of physiological knowledge it is difficult to see how 
mental functioning can be viewed apart from its physical basis.’’ 

Hallucinations and delusions, they say, are as much a mental outeome 
of pathological changes as the symptoms of typhoid fever are of bacterial 
origin. Their rather severe indictment of the functional viewpoint is best 
illustrated by further quotation, ‘‘ More that is worthless has been written 
on the emotional causes of mental disorders than on any other causal fae- 
tors—where emotional factors are apparent it is certainly to be presumed 
that they either cause organie changes—or are incidental or coineidental— 
and have no causal relationship.’’ 

One then turns with anticipation to the chapter headed, ‘‘Causes of Men- 
tal Disorders,’’ which they say are not mysterious. If a blow on the head 
produces mental disorder, it is the sole cause and we need look no further; 
that paranoia will be controlled when the physiological cause is understood. 
They suggest that the Freudian theory of emotional basis and the analytical 
approach will some day appear as foolish as some of the formerly accepted 
causes of paresis. Alleged emotional causes are as incomprehensible, as 
some of the primitive explanations, and the approach must be through phy- 
sical studies, especially of the nervous system. They speculate that progress 
in the field of clinical microscopy and bio-chemistry will explain mental dis- 
orders which we today regard as on an emotional or temperamental basis. 
A larger part of the chapter is taken up with the discussion of the well ree- 
ognized and accepted physical causes such as bacterial infections, toxins, 
glandular disturbances, deficiency in cell nutrients, deterioration of tissue 
incident to old age, and mechanical injury. Nothing new is presented here; 
‘ather a brief adverse criticism of such factors as social, marital, economic, 
and emotional stresses ends the chapter leaving one rather disappointed as 
here could have been presented a wealth of interesting material. 

Chapters are devoted to prevention and treatment. In the former they 
indicate that the cause must be known before progress is to be expected. 
There follows some discussion on the control of infection, injuries, aleohol, 
drugs, and hereditary diseases. They feel that we have accepted rather 
blindly the theory of heredity to conceal our ignorance. The larger part of 
this chapter is devoted to the diseussion of the prevention of hereditary 
diseases by segregation, sterilization, birth control, and restriction of mar- 
riage. Those that have hereditary diseases, they think, are not benefited by 
protection from physical or emotional stress, but that early treatment of 


bodily conditions would do much to influence mental diseases if given in the 
incipient stages. 
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This is the trend of their discussion regarding mental hygiene: The 
physical side is stressed as the most promising approach. They rightly 
advise that workers should be competent in the field of general medicine, 
The approach from the social side is, they say, most difficult as so far we 
have mostly lack of knowledge to overcome and are handicapped by tradi- 
tions. They feel that some mental hygienists are inclined to broad and ag- 
gressive statements which create undue optimism as to the results likely to 
be obtained. There is little else constructive in this chapter. 

As to treatment: ‘‘The brain repairman is hopelessly confused. He may 
talk of innate depravity and attempt cure by prayer or laying on of the 
hands. After hours of hocus-pocus he can come to the conelusion that the 
brain is suffering from an Oedipus complex—to be cured by the magieal 
method of dream analysis.’’ Psychoanalysis is not recommended, the sub- 
conscious being a vague and hypothetical concept anyway, it is better to let 
the content remain forgotten. 

The treatment of mental disorders should proceed as with any other dis- 
ease by clearing up the physical condition on which the trouble rests. The 
usual drug therapy is presented. Re-education for physical defects, psy- 
chotherapy, occupational therapy, and change of environment are recom- 
mended, just why is not clear, except that they say it may help in the 
patient’s social adjustments. There is considerable more suggestion as to 
treatment by glandular therapy, ete., but it is indefinite, scattered about. 
and a bit difficult to follow. 

Mental diseases are divided into two main groups, those in which causes 
are known and those in which causes are partially unknown. In the for- 
mer are the 12 organic groups of the accepted classification. Symptoms and 
pathology are briefly outlined. Senile and arteriosclerotic psychoses are not 
differentiated. The second, or functional group, is split up in rather con- 
fusing manner. Some manic-depressive cases are under glandular disturb- 
ance because of periodicity, irritability, mood variations, sex drive, and vaso- 
motor disturbances. Gonadal changes are suggested in reference to path- 
ology noted on autopsy, but it is not stated that they are peculiar to the 
manic-depressive. One case history seems to be the principal proof offered, 
that of a circular case with a depressive stupor, that improved after thy- 
roid therapy and recovered after seven months. It would seem better to 
omit such meager evidence. 

The main group of manic-depressive psychoses is put under causes only 
partially known. Constitutional make-up and eyclothymie personality are 
given as a basis, it is not clear whether they feel that this is of physical 
origin. A repetition of the discussion on glandular theories constitutes 
their etiology in this group, it is not very clear how the division is made. 








BOOK REVIEWS 637 


Schizophrenia is similarly treated. Some eases are caused by glandular 
disturbance, largely on the basis of one report that 88 out of 130 schizo- 
phrenies showed evidence of glandular disturbance. Five out of 18 with 
thvroid deficiency improved after glandular therapy and went home. Mott’s 
investigation is included with the authors’ suggestions that schizophrenia is 
indicative of glandular disturbance because of the sex delusions. The cata- 
tonic group is placed wholly under deficiency in cell environment. Nutri- 
tional, chemical, and thermal causes follow on the basis of the CO, oxygen 
experiments and some work on iron deficiency. 

The third group of dementia precox cases, they admit, result from causes 
which are unknown. They refer to focal infections and doubtful experi- 
ments on toxicity of the blood. Involution melancholia is wholly under the 
glandular group. They feel that all other given factors can be traced to 
glandular unbalance. A great many cases are due to reduced ovarian, prob- 
ably they mean gonadal, function coming at the time of life when the powers 
are on the decline, hence the depression. They refer to the success of 
glandular therapy in a group with 81 per cent of cures. Seven per cent 
failures were later thought to have been due to mistaken diagnosis. They 
are not responsible for this report but with such success it really ought to be 
‘‘noised about.’’ 

The endocrine system with its function of storage and conservation of 
energy, they think, must certainly be the basis of neurasthenia because of 
the fatigue and somatic complaints, and the frequency with which it follows 
physical disease. The causes of paranoia, hysteria, and psychasthenia are 
unexplained. Their discussion sounds a bit functional. Their chapter on 
physical basis of the mind is largely a repetition of the diseussion as to 
auses of the known organie group. A historical review and chapters on 
incidence, economic importance, and symptoms follow: the latter is very 
well done. One feels that they have attempted rather too much for a one 
volume work. 

It is around the group of so-called functional psychoses that the authors 
have an opportunity to defend their viewpoint but their discussion indicates, 
as many feel, that convincing proof is not at present available. The or- 
ganic school has seemed to be in the ascendency of late and has long had 
many stout defenders, practically all mental symptoms have been observed 
in known organie cases, and physical disturbances in those of the fune- 
tional group, so the authors’ views are not very new. They have not been 
excluded from the speculation of most competent psychiatrists during the 
past 20 years, but there are still many who prefer a middle course, without 
impatience, while awaiting further progress, feeling that too positive opions- 
ions may be misleading. 


STREETER, 











638 BOOK REVIEWS 


Boy and Girl Tramps of America. By THOMAS MINEHAN. Pp. 267, 
Price $2.50. Farrar & Rinehart, New York. 1934. 

Minehan was attending the University of Minnesota when in 1929 he 
was inspired to make a study of vagrancy throughout the United States, 
and in order to do this he decided to become a vagrant himself and to study 
the problem from inside and not as a non-participating sociologist. There- 
fore, one evening in 1932, he disearded his school clothes for the rags of a 
vagrant and throughout the summers of 1932 and 1933 he spent consider- 
able time on the road chiefly in the Middle West. During that time he 
gathered 500 life histories of boys and girls ‘‘on the bum.’’ He attempted 
to analyze his findings by conventional sociological methods but found this 
entirely unsatisfactory and decided to present his findings in a humanistic 
manner, and in 17 chapters the author has written a most heart-rending 
narrative of American youth without a home. No person ean read this book 
without being impressed with the failure of our social order and the total 
inadequacy of organized society to straighten out the many family situa- 
tions which almost always lie behind the drive that makes some individual 
in that family take to the road. Minehan collected a thousand samples of 
conversation, and over twenty-five hundred opinions, ideas and attitudes 
expressed by his associates, and he has set these down in a very logical se- 
quence with the result that the reader’s interest is steadfastly maintained. 
The titles of some of his chapters give an inkling of the contents: 

Why Do They Leave Home; How They Travel; How They Get Food; How 
They Get Clothing; Where They Sleep; Their New Edueation; Their Sex 
Life; Their Religious Life; Their Tribal Life. 

In the appendix of the book is presented a short chapter containing 19 
tables of sociological data which makes this book of concluding value to all 
persons interested in human behavior. 


J. L. MC CARTNEY. 




















THE ANNUAL MEETING OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


The annual meeting of the American Psychiatrie Association held at the 
Waldorf-Astoria Hotel in New York City, May 28 to June 1, 1934, sur- 
passed in attendance and interest all previous meetings of the association. 
Credit for this unusually successful psychiatrie gathering is due to Dr. 
George H. Kirby, president, who planned the meeting, appointed the com- 
mittees and presided at several sessions; to Dr. William C. Sandy, secre- 
ary, who conducted the work of his office with efficiency and dispatch ; to 
Dr. Samuel W. Hamilton, chairman of the program committee, who with his 
assistants worked out a well-balanced series of section programs in which 
nearly all phases of psychiatric thought were represented ; to Dr. Clarence 
O. Cheney, chairman of the committee on arrangements, who, with the help 
of Executive Assistant Austin M. Davies, looked after the mechanical fea- 
tures of the meeting and provided for the social entertainment of members 
and their guests; to Mrs. Eleanor C. Slagle, chairman of the women’s com- 
mittee, who arranged and conducted luncheons, teas and trips for the wives 
of members and other women guests of the association; and lastly to the 
Waldorf-Astoria Hotel, which provided ample facilities for all of the see- 
tion, round-table, and cimmittee meetings and contributed in many other 
ways to the comfort of those in attendance. 

Commercial and scientific exhibits although not numerous were of excep- 
tional quality. The New York State Department of Mental Hygiene con- 
tributed to the exhibit by showing a large new model of Pilgrim State 
Hospital. 

Diversion was afforded by a bus trip to Bloomingdale Hospital at White 
Plains, a banquet and entertainment in the grand ballroom of the Waldorf- 
Astoria and trips to medical centers and Radio City. 

High lights of the program were President Kirby’s address on ‘‘ Modern 
Psychiatry and Mental Healing’’ and Dr. Willard C. Rappleye’s ‘‘annual 
address’’ on ‘‘ Psychiatry as a Medical Specialty.’’ 

Officers elected for the coming year were: President, Dr. Charles F. Will- 
iams, superintendent of South Carolina State Hospital, at Columbia, S. C.; 
president-elect, Dr. Clarence O. Cheney, director of the Psychiatrie Institute 
and Hospital, New York City; secretary-treasurer, Dr. William C. Sandy, 
director, Pennsylvania State Bureau of Menta) Health, Harrisburg, Pa. ; 
vice-presidents: Dr. John H. Bell, superintendent of Virginia State Col- 
ony for Epilepties and Feebleminded, Colony, Va.; Dr. A. A. Brill, New 
York City; and Dr. William A. White, superintendent, St. Elizabeth’s 
Hospital, Washington, D. C. 


The 1935 meeting of the association will be held in Washington, D. C. 











THE NATIONAL CONFERENCE OF SOCIAL WORK 


For the 61st time social workers from all parts of the United States and 
Canada assembled for their annual conference in Kansas City, May 22-26, 
1934. 

To those who are especially interested in mental hygiene and psychiatrie 
social work, the conference offered much. The evidence of the integration 
of mental hygiene principles and the psychiatric approach in all social 
work was more apparent than ever before in this conference. All of the 
sessions of the Mental Hygiene Division were held jointly with other con- 
ference divisions. The first day of the conference, the Mental Hygiene 
Division met with the division which has the immigrant as its chief source 
of interest, and ‘‘The Emotional Conflicts of the Second Generation’’ was 
discussed. Dr. Temple Burling of the Institute Juvenile Research, Chicago, 
gave an enlightening talk on ‘‘Cultural Conflicts Within the Individual.’’ 

In the meeting with the Division on Health, ‘‘Dynamie Elements in 
Health Were Considered.’’ Dr. L. G. Lowrey’s paper on ‘‘ Mental Develop- 
ment of the Child and Changes Toward Maturity,’’ stimulated active dis- 
cussion from both the social and health groups. ‘*The Psychiatrie Impliea- 
tions in Medical Social Treatment in a General Medical Clinic’’ was an- 
other interesting mental hygiene contribution to an allied branch of social 
work. Dr. Karen Horney of the Psychoanalytie Institute in Chieago then 
diseussed ‘‘Illness and Suffering as a Form of Gratification.’’ Her pene- 
trating psychoanalytic interpretation of the satisfaction derived by cer- 
tain individuals from various illnesses was interesting both to physicians 
and social workers. On the following day in the joint meeting of the Men- 
tal Hygiene Division with the Division on Delinquents and Correction, Dr. 
Horney talked of the contributions psychoanalysis had made to social work 
as well as the dangers which may accrue from too close identification of the 
two fields. ‘‘The Individual in a Changing Social Order,’’ a paper given 
by Dr. J. S. Plant of Newark, was one of the most discussed papers of the 
conference, his point being that without disparaging environmental influ- 
ence and various other factors which go to make up the life of the individual 
and which are commonly thought to be causative factors in delinquency, 
the only hope of understanding delinquency, was to know the delinquent 
and his mental content at the time the delinquent act occurred. This idea 
seemed to be somewhat in contrast to the ideas presented by the recrea- 
tional group for the prevention of delinquency. 

In the meeting of the Mental Hygiene Division with the Division on 
Children, Dr. H. 8. Lippman of the St. Paul Child Guidance Clinie, talked 
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on ‘‘Child Placing—a Factor in Social Security.’ Dr. Lippman pointed 
out some of the subtle mental health values involved in child placement as 
well as the foster home as a factor in the integrating of the child’s per- 
sonality. 

The American Association of Psychiatric Social Work was one of the 
allied groups which met at the National Conference. The report of the 
committee on Procedures in Psychiatrie Social Work in State Mental Hos- 
pitals was of special value and will doubtless be made available to the gen- 
eral publie shortly. 

Addresses of informative and inspirational value were given before the 
entire conference by such well-known people as William Hodson, Rexford 
Tugwell, Harry L. Hopkins and Herbert D. Simpson. 

Next year the National Conference will be held in Montreal. 


ANNUAL MEETING OF AMERICAN ASSOCIATION ON 
MENTAL DEFICIENCY 


The American Association on Mental Deficiency held its annual meeting 
in conjunction with the meeting of the American Psychiatrie Association 
at the Waldorf-Astoria Hotel, New York City, May 26-29, 1934. The 
Association was weleomed to New York State by Dr. Frederick W. Parsons, 
State Commissioner of Mental Hygiene. The sessions were conducted by 
President Ransom A. Greene, superintendent of the Walter E. Fernald 
School of Waverly, Mass. He was ably assisted by Seeretary Groves B. 
Smith of the Beverly Farm Sehool of Godfrey, Ill. The chairman of the 
committee on arrangements was Dr. Howard W. Potter. 

On Sunday, May 27, the members of the association journeyed to Letch- 
worth Village, where they inspected the institution and were entertained 
at luncheon by Superintendent Charles S. Little, and the Board of Visitors 
of the institution. 

The annual dinner, at which the president’s address was given, was held 
on Monday evening, May 28. <A joint meeting with the American Psychi- 
atric Association was held May 29. 

Officers elected for the coming year are as follows: President, Dr. Mary 
M. Wolfe, of Laurelton, Pa.; vice-president, Dr. Edgar A. Doll, of Vine- 
land, N. J.; seeretary-treasurer, Dr. Groves B. Smith, of Godfrey, III. 

The next meeting of the association will probably be held in Washington, 
D.C. 











CHOICE PARAGRAPHS FROM ADDRESSES AT THE RECENT 
MEETING OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


Psychiatry is, I believe, destined to exercise a great humanizing influence 
in the practice of medicine through the emphasis which it places on the 
study of human emotions and human relationships. Under the influence 
of psychiatry, medicine of the future will extend its interests, more and 
more, beyond the laboratory, the microscope, the test tube, and the indi- 
vidual organs of the person, to the larger problems of human distress, emo- 
tional difficulties, personality adjustment, and conduet disorders. This will 
be a natural consequence of the conception of the individual as a psycho- 
somatie-unit. 

—Dr. George H. Kirby. 


/xperimental scientists are thinking in terms of two integrations: the 
integration of the organism within itself and of the organism to its environ- 
ment. As the organism has become increasingly aware of the necessity of 
adjustments we find it modifying itself both consciously and uneonsciously 
in relation to its environment and its environment in relation to itself, 
In this situation the concept of disease as merely a reaction of tissue to in- 
jury is obviously inadequate. When the organism loses its power over its 
parts, or when the parts become recalcitrant and act without reference to 
the whole, we have disease ranging from physiological to structural altera- 
tion and ineluding all kinds of personality disturbance. 


—Dr. H. Flanders Dunbar. 


Obviously young patients are brought to us because the adults, parents 
or teachers, are not able to handle them. The questions we raise are: 
would such maladaptation both on the part of the child and adult oceur 
in the average family? If the child became a problem, would the normal 
parent be able to handle the situation? Also would the parents who could 
deal with a poorly adjusted child and who meet life and reality healthfully 
have such a child? Our belief is that they would not, however this has 
not yet been proven. 

If it is true that in every case of maladjustment there has been an un- 
healthy parent, is not psychiatry’s next move one of prevention by educa- 
tion and if you will, immunization from contagion ? 


—Dr. Elizabeth Adamson. 
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The Briggs Law (of Massachusetts) by providing an impartial and com- 
petent mental examination of certain legal classes of persons accused of 
erime in advance of trial, has furnished to the court, prosecution and de- 
fense information as to the defendant’s mental condition, and by so doing 
has avoided the expense of numerous costly trials; it has reduced to a 
negligible number the ‘battles of experts’ which have in the past brought 
discredit upon psychiatric expert testimony; it has protected the rights of 
the psychotic or otherwise mentally incompetent accused who might without 
it have gone unrecognized; it has served in numerous cases to indicate a 
disposition which was more desirable socially and more in aecord with jus- 
tice and fairness to the defendant than would have been the routine and 
mechanically-determined one which would ordinarily have been meted out; 
and finally, it has aided in the process of educating judges, prosecutors, and 
the bar generally to a realization of the value of psychiatry as an aid in 
the individualization of justice. Even with its defects, it is no exaggeration 
to say that the Briggs Law represents the most significant step yet taken 
toward a harmonious union of psychiatry with the eriminal law. 


—Dr. Winfred Overholzer. 


In the treatment and prophylaxis of cases of neuroses resulting from head 
injuries, Drs. Israel Strauss and Nathan Savisky suggested the following: 

Physicians must become interested in treating the injured and must cease 
acting as adjustors for insurance companies and interested agents for the 
injured. 

Questions of medico-legal significance should not be discussed with the 
patient if possible. As many of the legal details as possible should be at- 
tended to by others. 

Physicians should treat the injured with the same respect, consideration 
and sympathy that they show to all other patients. 

Physicians should listen to all complaints and come to no conclusions 
regarding the nature of a particular syndrome without thorough clinical 
investigation. 

The injured should be kept at work if at all possible. He should be re- 
turned to his work as soon as possible after the injury. If necessary he 
should be given a lighter job at the same salary in the same factory or 
office. Idleness should be avoided if possible. 











WILLIAM H. WELCH 


Dr. William H. Welch, professor emeritus of the history of medicine of 
the Johns Hopkins University School of Medicine, and one of America’s 
most distinguished physicians, died on April 30, 1934, at the age of 84. 

Dr. Welch was educated in Yale College and in the College of Physicians 
and Surgeons of New York City. In 1877 he became a teacher of pathology 
in Bellevue Medical College. Previous to taking up this work he had made 
a study tour in Europe and had become familiar with the new discoveries 
pertaining to infectious diseases which had been made by Pasteur and 
others. Dr. Welch became a pioneer in introducing these new discoveries 
to American students. His exceptional ability was early recognized and 
in 1884 he was made professor of pathology in Johns Hopkins University. 
In 1893, Dr. Welch was made dean of the Johns Hopkins Medical School 
and held this position until 1896. In 1917, he became director of the Johns 
Hopkins School of Hygiene and Public Health. During the World War, 
Dr. Welch entered the Medical Reserve Corps with the rank of major. He 
was promoted to colonel and was made a brigadier general in the Officers’ 
Reserve Corps when he retired in 1918. In 1926, he was made professor 
of the history of medicine, a new chair in Johns Hopkins University. He 
collected a valuable medical library, which last October was named in his 
honor. 

Dr. Welch was deeply interested in the mental hygiene movement and 
was honorary president of the National Committee for Mental Hygiene from 
1916 to 1919. 





CHARLES WINFIELD PILGRIM 
1855-1934 








DEATH OF DR. PILGRIM 


Dr. Charles Winfield Pilgrim, distinguished psychiatrist and hospital 
administrator, died at his home at Central Valley, New York, May 3, 1934. 
at the age of 79. 

The following memorial to Dr. Pilgrim was prepared by Dr. Frederick 
W. Parsons. New York State Commissioner of Mental Hygiene, and was 
presented to the American Psychiatrie Association, May 29, 1934. 

‘“‘The American psychiatrie world was saddened on May 3, 1934, by the 
news of the passing of Dr. Charles Winfield Pilgrim. His death occurred 
at his home at Central Valley, N. Y., where he conducted a sanitarium for 
mental patients. For many years Dr. Pilgrim occupied an important place 
in the affairs of the American Psychiatrie Association; was its secretary 
from 1906 to 1909 and its president in 1911. 

‘‘Dr. Pilgrim was born in Monroe, N. Y., Mareh 27, 1855. After reeceiv- 
ing his preliminary education at the Monroe Institute he began his medical 
eareer at the Bellevue Hospital Medical College, graduating in 1881; he 
served as interne in Bellevue Hospital for a year and a half. His medical 
education was later continued by special courses in Vienna, Munich and 
Berlin during the years 1885, 1886 and 1889. 

“Dr. Pilgrim’s connection with psychiatry began in 1882 at the State 
Asylum for Insane Criminals in Auburn, N. Y. He was in 1884 transferred 
to what is now the Utica State Hospital and advanced through various 
grades until he attained the rank of acting superintendent. From this posi- 
tion in February, 1890, he was transferred to the superintendency of the 
Willard State Hospital, where his abilities as a physician and organizer 
were demonstrated by notable improvements in the medical and administra- 
tive features of that institution. His work attracted the attention of the 
managers of the Hudson River State Hospital at Poughkeepsie, N. Y., and in 
May, 1893, he was appointed superintendent of that institution. 

“In April, 1906, Governor Higgins asked Dr. Pilgrim to assume the 
duties of the chairman of the State Commission in Lunacy. Dr. Pilgrim 
accepted with the understanding that he might return to the Hudson River 
State Hospital if at the end of the year he wished to do so. Dr. Pilgrim 
preferred the active duty of the hospital, and contact with the patients, to 
the duties of commissioner, and at the expiration of the year he returned 
to Poughkeepsie. In 1916, he was reealled to Albany by Governor Whit- 
man and again served in the capacity of chairman of the State Hospital 
Commission until he resigned in December, 1921. His administration was 
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marked by the expansion of the system of mental clinics and the extension 
of social service and other forms of preventive work. 

‘‘Dr. Pilgrim’s resignation signalized the completion of 40 years of State 
service. One hundred and thirty of his friends gave him a testimonial din- 
ner in New York City on December 8, 1921. 

‘‘Dr. Pilgrim was a Fellow of the American Psychiatrie Association; a 
member and ex-president of the Medical Society of the County of Dutchess; 
a member of the Society of the Alumni of Bellevue Hospital; a Fellow of 
the New York Academy of Medicine and the Poughkeepsie Academy of 
Medicine, and a member of the New York Psychiatrie Society. He was as- 
sociate editor of the American Journal of Insanity from 1882 to 1890, and 
associate editor of the ‘‘Institutional Care of the Insane in the United 
States and Canada’’ which was published under the direction of Dr. Henry 
M. Hurd. Dr. Pilgrim kept alive his outside interests, serving as the direc- 
tor of banks and other business enterprises. For many years he was a ves- 
tryman in his church. 

‘*Throughout Dr. Pilgrim’s long career as a physician and a psychiatrist, 
he always sought to elevate the standards of medical and nursing eare. Both 
as superintendent and commissioner he constantly supported research work. 
He was vitally interested in the welfare of the patients, sought daily to 
increase their comforts and he took great pride and pleasure in making 
their surroundings attractive. During his administration of Hudson River 
State Hospital, mechanical restraint was abolished. The improvement of 
the medical work of the institution was always one of his objectives. He 
stimulated his subordinates, whenever possible he found opportunities for 
their professional advancement and he took great satisfaction in their prog- 
gress. He was a splendid influence in New York State. 

‘*For several years Dr. Pilgrim’s health had been a matter of great con- 
cern to his friends. While retaining his mental alertness, his physical 
strength gradually failed. During this period his magnificent library was 
his major diversion. Fortunately he was confined to his bed only for a few 
days before the end. Dr. Pilgrim was a great psychiatrie force in the 
United States and his death is regretted by a large circle of devoted friends. 
For gentleness, culture and professional eminence he served as a model.”’ 

From the many tributes to Dr. Pilgrim published shortly after his death 


we quote the following from Governor Herbert H. Lehman and Ex-Gov- 
ernor Alfred E. Smith: 


DEATH OF DR. PILGRIM 647 


TRIBUTE OF GOVERNOR HERBERT H. LEHMAN 


‘‘T am deeply grieved to learn of Dr. Pilgrim’s death for I know what 
he did for the State of New York, when in active service, and how valuable 
was his counsel subsequent to his retirement. His continued interest in 
the further development of the plans for which he laid the original founda- 
tions served as an inspiration to the men who followed, many of whom had 
all or part of their training with him. He was deeply revered and his pass- 
ing is an oceasion of real sadness. As Governor, I express the grief of all 
the people of the State of New York.”’ 


TRIBUTE OF Ex-GoveENorR ALFRED E. SMITH 


‘It is with deepest regret that I learn of the death of Dr. Pilgrim. He 
was in the State service the best years of his life and gave of himself and 
his ability to the last degree. He was honored by the State for his long 
and devoted service when by act of the Legislature the latest and most 
modern hospital for the care of the insane was named Pilgrim State Hos- 
pital. The State loses a great citizen and I suffer the loss of a warm per- 
sonal friend.’’ 


JULY—1934—o0 











NOTES 


—The 1934 annual meeting of the American Occupational Therapy As- 
sociation will be held in Philadelphia in conjunction with the meeting of 
the American Hospital Association, September 24-27. 


—Dr. J. L. MeCartney, director of the Classification Clinie of Elmira Re- 
formatory, has completed his study on ‘‘The Classification of Prisoners,’’ 
The study has been accepted by the Thomas W. Salmon Memorial Fund 
Committee which had previously made an award to Dr. McCartney for this 
research project. 


—Mrs. Eleanor Clark Slagle, director of the bureau of occupational ther- 
apy of the New York State Department of Mental Hygiene, presented a 
paper on ‘‘Occupational Therapy in the New York State Mental Hygiene 
Service’’ at the annual meeting of the Royal Medico-Psycholigical Associa 
tion at St. Andrew’s Hospital in Northampton, England, on July 5, 1934. 


—Pavilion F, the well-known psychopathie ward of the Albany Hospital, 
has been renovated and refurnished. On Hospital Day, May 12, 1934, the 
pavilion was rededicated and named the Mosher Memorial in memory of 
Dr. J. Montgomery Mosher, who was instrumental in seeuring the estab- 
lishment of the pavilion and became its first directing physician. 


—The Temple University School of Medicine of Philadelphia has received 
a fund for research in epilepsy and other convulsive disorders. The fund 
was provided by Dr. Samuel E. Lowe, president of the Whitman Publish- 
ing Company of Racine, Wis., as a memorial to his wife, Viola J. Lowe. 
Research studies made possible by the fund will be conducted by Dr. Tem- 
ple Fay, Dr. Frank W. Konzelmann and Dr. William C. Wheeler. 


—Dr. Menas S. Gregory, director of the psychopathie division of Bellevue 
Hospital, New York City, resigned June 26, 1934. He had been in the 
service of the city 33 years. When asked the reason for his resignation, 
Dr. Gregory is quoted by the New York Times as saying: ‘‘After 30 years 
of devotion and labor culminating in the present Bellevue Psychopathic 
Hospital, which has been approved by psychiatrists in general and by a 
committee appointed by the Academy of Medicine, I cannot stand by and 
see the labor of 30 years go to pieces before my eyes, therefore, I have 
resigned. ’’ 
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__Dr. William A. White, superintendent of St. Elizabeth’s Hospital, at 
Washington, D. C., has been selected by the Thomas W. Salmon Memorial 
Committee of the New York Academy of Medicine as the 1935 Salmon 
Memorial Lecturer. Dr. White will lecture on April 12, 19 and 26, 1935. 
His subjects will be: 

1. Psychiatry as a Medical Specialty. 

2. The Social Significanee of Psychiatry. 

3. The General Implications of Psychiatrie Thought. 


—Dr. Charles M. Burdick, who had been superintendent of the Danne- 
mora State Hospital for criminal insane since April 1, 1922, retired on 
May 1, 1934. Dr. Burdick entered the State hospital service on March 
90, 1901, becoming medical interne at St. Lawrence State Hospital. On 
March 15, 1909, he became senior assistant physician at Central Islip State 
Hospital and was promoted to first assistant physician in 1917. On April 
1, 1922, he was appointed from the civil service list to the position he has 
recently vacated. 

In his work in the several State hospitals and in his administration of 
Dannemora State Hospital, Dr. Burdick established an enviable record 
both as a physician and hospital administrator. 


—The New York Psychoanalytie Institute announces the following exten- 
sion courses to be given during the academic year 1934-1935, beginning the 
first week in October, 1934. 

1. The Application of Psychoanalysis to Social Work 

Leader; Dr. I. T. Broadwin 





15 sessions 


— 


2. The Utilization of Psychoanalytic Viewpoints in Social Case Work— 
10 sessions. (Begins in January, 1935) 

Leader: Dr. Adolph Stern 

Psychoanalysis in Medieine—15 lectures 

Lecturers: Drs. Daniels, Lehrman, Lorand, Meyer, Oberndorf 

4. Parent-Child and Sibling Relationships—6 lectures 


~+ 


). Popular Lectures on Psychoanalytie Topies—5 lectures 





